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OPEN HEART SURGERY: 
BASIC PHYSIOLOGIC PRINCIPLES AND CLINICAL APPLICATION 
IN CONGENITAL HEART DISEASE * 
PAGE W. ACREE, M.D. 
Baton Rouge 


Although effective surgical methods for 
dealing with certain cardiac disorders had 
been developed previously, the introduc- 
tion of controlled cross-circulation by 
Lillehei and associates‘ made open heart 
surgery possible for the first time. Sub- 
sequent development of safe and effective 
artificial oxygenators afforded a more 
practical method for achieving cardiopul- 
monary by-pass." * Sufficient experience 
has now accumulated with these heart- 
lung machines to demonstrate their clini- 
cal usefulness in operations upon the 
heart. This report is concerned with the 
basic principles, techniques, and some of 
the physiologic changes encountered in the 
use of the bubble oxygenator, and to indi- 
cate the application of these basic prin- 
ciples to congenital heart disease. 

BASIC PRINCIPLES 

Oxygenation of blood. During the time 
when the heart and lungs are excluded 
from the circuit, sufficient oxygenated 
blood to sustain life must be delivered to 
the body. Oxygenation of blood has been 
accomplished by three basically different 
methods: donor oxygenation, homologous 
lung or biologic oxygenation, and artifi- 
cial or mechanical oxygenation. 
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Donor oxygenation: This principle in- 
volves collecting arterial blood from mul- 
tiple donors in several reservoirs or em- 
ploying the technique of cross-circulation 
whereby donor and patient are connected 
by vein-to-vein and artery-to-artery can- 
nulations with the flow controlled by me- 
chanical pumps. 

Biologic oxygenation: This principle in- 
volves pumping a controlled amount of the 
recipient’s venous blood into the common 
pulmonary artery of a set of lungs re- 
moved from an animal. The lungs are 
ventilated with 100 per cent oxygen which 
is delivered through a cannula into the 
trachea. The oxygenated blood is allowed 
to flow freely into a reservoir from the 
pulmonary veins and is pumped back into 
the arterial tree of the recipient.” 

Mechanical oxygenation: Many ingeni- 
ous methods have been designed for the 
artificial oxygenation of blood. The most 
commonly used methods at present em- 
ploy two different principles. The “film” 
oxygenator allows venous blood to be 
spread out very thinly on a screen, either 
stationary or on a moving drum, in an 
atmosphere of oxygen. Carbon dioxide 
escapes according to the law of partial 
pressures and oxygen is picked up by 
diffusion. In the “bubble type” method, 
oxygen is introduced directly into a col- 
umn of blood through very fine apertures, 
excess oxygen and carbon dioxide leave 
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the system as the blood flows down a 
gradual incline into the collecting system. 
To date, clinical experience at Tulane 
has been limited to the “bubble type” 
oxygenator but a newly acquired film 
type machine is now being employed. 
Principles of flow. Given a method by 
which blood can be oxygenated effectively, 
some basic point of reference of volume 
of blood flow as it relates to life is essen- 
tial for its intelligent application. Regard- 
less of the method of oxygenation selected, 
a clear understanding of the fundamental 
relationship of volume flow to life under 
the altered conditions imposed by cardiac 
surgery is essential. This relationship was 
clearly demonstrated by experiments of 
Andreasen and Watson. They found that 
if the superior and inferior vena cavae 
and the azygos vein were excluded, all 
animals died within five to eight minutes; 
however, if the azygos vein was left open, 
all animals recovered promptly after thir- 
ty minutes of occlusion of the cavae.' The 
amount of flow through the azygos vein 
was found to be adequate for survival 
for thirty minutes if the heart was not 
manipulated. This flow was carefully 
measured and found to be 5 to 9 cubic 
centimeters per kilogram body weight per 
minute. These investigators and others 
have shown that as the volume of flow 
was increased above the azygos flow rate 
the percentage of ventricular fibrillation, 
resulting from trauma to the heart, de- 
creased and that at volumes of flow from 
three to four times the azygos flow rate, 
opening the heart was quite safe.® 
This low flow principle has been exten- 
sively applied clinically and actually was 
the basis for the first successful series of 
intracardiac repair of congenital heart 
lesions under direct vision using an extra- 
corporeal system. However, as clinical ex- 
perience increases, evidence is found to 
support the opinion that the volume of 
flow should be greater, especially in in- 
fants. The volume of oxygenated blood 
returned to the patient is entirely depend- 
ent upon the amount that can be recovered 
from the superior and inferior vena cavae. 


January, 1958 


This amount varies with each patient. 
Continuous monitoring of the pressure in 
the inferior vena cava and maintaining 
this pressure at near normal levels is con- 
sidered a reliable indication as to the 
adequacy of the volume of flow: 

Incision and cannulations. Methods of 
cannulation for the withdrawal of venous 
blood and its return to the body as oxy- 
genated blood varies. Basically, however, 
the venous blood is picked up through 
two cannulae which have been introduced 
through the appendage of the right atrium 
into the superior and inferior vena 
cavae respectively. Occluding tapes passed 
around the cavae insure complete venous 
“pick up” when the machine is in opera- 
tion. The oxygenated blood can be re- 
turned to the body via any large artery. 
The right common femoral is preferred 
because it can be easily repaired and the 
the cannula is away from the operative 
field. These cannulations can be made 
through a standard thoracotomy incision 
in the right fourth interspace. However, 
for work in the right ventricle it is neces- 
sary to do a bilateral thoracotomy with a 
trans-sternal incision. To prevent clot- 
ting in the cannulae and in the machine, 
the patient is heparinized prior to the 
insertion of the cannulae and the donor 
blood to fill the machine is collected in 
heparin. At the conclusion of the pro- 
cedure, protamine sulfate is given intra- 
venously to counteract the effect of the 
heparin. 

During the time the heart is open, 
blood perfuses the coronaries and empties 
into the right heart through the coronary 
sinus, thebesian veins, and atrioluminal 
vessels. This volume may be as much as 
25 per cent of the entire flow and must 
be returned to the oxygenator directly.* 

A motionless heart is desired for the 
repair of ventricular septal defects. Car- 
diac arrest is produced by cross-clamping 
the ascending aorta and injecting a solu- 
tion of potassium citrate proximal to the 
clamp to perfuse the coronary arteries. 
Cardiac standstill can be safely main- 
tained for at least thirty minutes. When 
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the clamp is removed the coronaries are 
perfused with oxygenated blood, the po- 
tassium is washed out and normal rhythm 
ensues. 

Closure of the intracardiac defect is 
accomplished by apposition of the edges 
of the defect with either interrupted or 
running sutures. If the defect is too large 
to permit approximation, a patch of com- 
pressed polyvinyl sponge is sutured to the 
edges of the defect. This plastic patch 
is inert and serves as a scaffold upon 
which endothelial cells grow. It remains 
as a permanent structure within the heart. 

PILYSIOLOGIC CHANGES 

Blood pressure. During the period of 
cardiopulmonary by-pass the blood pres- 
sure declines to 60-70 mm. of hg. but 
usually returns to preoperative levels 
when the normal circulation is restored. 
The pressure is not necessarily related to 
the volume of flow. 

Experience has indicated that volume of 
flow and not blood pressure is the more 
important factor. 

Electrocardiogram. Following perfusion 
and cardiotomy there is usually no signi- 
ficant change in the electrocardiogram.® 

Body temperature. Despite the fact that 
oxygenated blood passes through a water 
bath there is a tendency to hypothermia 
during the procedure. The temperature is 
constantly recorded and controlled by a 
thermal mattress.*® 

Metabolic changes. In general there is 
a tendency to metabolic acidosis while the 
patient is being maintained on the me- 
chanical oxygenator.*.* In those patients 
in whom the volume of flow more closely 
approximates the normal cardiac output 
this tendency is less than in those who 
have a lower volume flow. Metabolic aci- 
dosis is quickly corrected when the nor- 
mal circulation is restored. 

Respiratory alkalosis, due to an exces- 
sive amount of carbon dioxide leaving the 
blood plus the altered respiration as a 
result of thoracotomy, may be a signifi- 
cant factor. 

There is no appreciable change in serum 
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potassium, sodium or chloride. Blood urea 
nitrogen is essentially unchanged.* There 
is a transient drop in platelets and leuko- 
cytes which reverts to normal within a 
few hours.* Hemolysis is minimal and the 
clotting mechanism returns to normal fol- 
lowing the administration of protamine.* 

Clinical application. To date, extracor- 
poreal circulation has been used at Tulane 
in the repair of interatrial and interven- 
tricular septal defects and in one case of 
complete transposition of the great vessels. 
The oxygenator has been used successfully 
in closure of an acquired interventricular 


septal defect and in aneurysms of the 
ascending aorta. Severity of the cardiac 
lesion, pulmonary arterial pressure, the 


presence or absence of heart failure and 
size of the patient are of critical impor- 
tance in the success or failure of the pro- 
cedure. Increasing experimental and clin- 
ical experience helps to solve certain prob- 
lems related to the use of extracorporeal 
circulation, making the procedure safer 
and applicable to a variety of cardiovas- 
cular disorders. 
SUMMARY AND CONCLUSIONS 

Mechanical heart-lung by-pass utilizing 
extracorporeal circulation makes possible 
the repair of certain intracardiac defects 
as well as acquired lesions of the aortic 
arch. With these “heart-lung machines” 
flows of 50 to 100 per cent of cardiac 
output are possible. Although slight meta- 
bolic changes may occur, these are 
serious and can be easily corrected. 

Employing a bubble-type oxygenator we 
have successfully repaired defects of the 
atrial and ventricular septa. These tech- 
niques are applicable to a variety of car- 
diovascular disorders. 
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SURGICAL TREATMENT OF CERTAIN AORTIC DISEASES * 
DENNIS M. L. ROSENBERG, M. D. + 


New Orleans 


Until recent years, surgical methods of 
combatting man’s greatest killer, arterio- 
sclerosis, have not been generally used. 
With the fantastic advances in vascular 
surgery during the last decade, the medi- 
cal challenge of arteriosclerosis involving 
major vessels has been met by surgeons 
with most encouraging results. That op- 
eration is not the solution to arteriosclero- 
sis is obvious, but early detection of some 
of its pathological processes has resulted 
in rehabilitation and conservation of life 
and limbs in many instances. 

Contrary to popular opinion, arterio- 
sclerosis is not a generalized process; its 
lesions are scattered and segmental. Com- 
monly affected is the terminal aorta, 
where two diseases occur with increasing 
frequency: arteriosclerotic occlusion and 
arteriosclerotic aneurysm. 

OCCLUSIVE AORTIC DISEASE 

The intimal changes associated with ar- 
teriosclerosis in this region may be due in 
part to mechanical factors, including eddy 
currents in the blood stream. Once pres- 
ent, the arteriosclerotic changes become 
progressively worse. Accumulation of li- 
pids in the intima, with subsequent thick- 
ening, disorganization of elastic tissue, 
accumulation of calcium, and plaque for- 
mation, is followed by ulceration and for- 
mation of small thromboses. The walls 
of the vessels thicken, and the size of the 
lumen progressively diminishes. Ultimate- 
ly, increased thrombosis leads to total oc- 
clusion. Proximal to the occlusion, a 
slowly progressive thrombosis ascends up 
to the point at which the next major 
vessel arises, the renal artery. Distal to 
the occlusion, further gradual thrombosis 
descends again, usually to the point of 
the next major branch. Whether the 
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process commences in the iliac vessels 
and ascends or has its initiation at the 
bifurcation is speculative. 


Terminal aortic occlusive disease has 
been recognized as a clinical syndrome 
since Leriche’s '' original description of it 
in 1923. The disease is common in the 
fifth and sixth decades of life, although 
persons in their late twenties and early 
thirties may have extensive occlusion. 
This may be total or incomplete, may be 
strictly localized to the bifurcation, or 
may rarely lie between the bifurcation 
and the renal vessels. Commonly, the bi- 
furcation, with varying portions of one 
or both iliac arteries, is involved. The 
characteristic symptoms, which are due 
to ischemia, are intermittent claudication 
in the thigh, buttocks, hips, or low part 
of the back. Frequently, the neurosurgeon 
or orthopedic surgeon is, therefore, first 
consulted. Impotence is a frequent com- 
plaint when occlusion is extensive, al- 
though this is not invariably so. Trophic 
changes in the skin of the lower extremi- 
ties are conspicuously absent. The diag- 
nosis is confirmed by the presence of 
weak or absent femoral pulsations, fre- 
quently associated with a soft systolic 
murmur heard over the lower abdominal 
or inguinal regions. Hypertension is com- 
mon when occlusion is complete. Lumbar 
aortography will confirm the presence and 
extent of the disease. 


Surgical treatment: Surgical treatment 
of occlusive aortic disease is directed at 
restoration of normal blood flow to the 
extremities. A number of procedures may 
accomplish this result: (1) resection of 
the terminal aorta and occluded branches, 
with replacement by graft, (2) localized 
thrombo-endarterectomy or resection of 
only the inner layer of the occluded seg- 
ments, with reconstruction of the rela- 
tively normal outer layers of the vessel, 
(3) utilization of a bypass graft from 
normal areas of aorta to normal distal 
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vessel, the occluded segments being left 
intact in their normal position. By this 
method, collateral circulation that has al- 
ready been established remains virtually 
undisturbed. Restoration of normal cir- 
culation with reconstruction of arterial 
continuity, with or without excision of 
diseased vessels, offers the only possibility 
of retarding the disease. Excessive con- 
servatism is to be condemned. Circulation 
must be established to a relatively normal 
degree well below the point of occlusion, 
often as low down as the superficial fem- 
oral artery. If the obstruction is localized 
above the inguinal ligament, with rela- 
tively normal distal vessels and good back 
flow, excellent operative results can be 
expected in more than 90 per cent of pa- 
tients, frequently with return of sexual 
potency. 
AORTIC ANEURYSMS 

Aneurysms of the aorta are generally 
classified as arteriosclerotic or syphilitic 
(Figures 1 and 2). Arteriosclerotic aneu- 
rysms are usually fusiform and may occur 
anywhere in the aorta, whereas the syph- 
ilitic variety is usually saccular and is 
confined to the thoracic aorta. In the ab- 
dominal aorta, arteriosclerotic aneurysms 
are usually elongated, and more than 90 
per cent are located below the renal ar- 
teries. 


Abdominal Aneurysms: 


About 30 per 





Figure 1—Tremendous aneurysm of the aortic 
arch. 
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Figure 2—Saccular aneurysm of the ascending 
arch, possibly amenable to excision by aortic su- 
ture technic. 





cent of abdominal aneurysms give rise to 
no symptoms prior to leakage or rupture. 
Pain in either the back or the abdomen 
is the commonest complaint apart from 
the ever present pulsating mass, especially 
notable while the patient is lying flat. 
This mass is located in the upper left 
section of the abdomen because, although 
it is generally unrecognized, the aortic 
bifurcation lies at the level of the umbili- 
cus, the renal vessels lying beneath the 
rib cage at the level of the xiphoid. Ten- 
derness over the mass and loss of weight 
are characteristic. Whereas symptoms due 
to pressure are not usually associated with 
these aneurysms, they may accompany sig- 
nificant sequelae of duodenal and jejunal 
compression as well as lumbar vertebral 
erosion. 

Rupture of the aneurysm or preliminary 
leakage is associated with severe pain, 
which radiates through to the back and 
down into the inguinal regions. The mass 
usually leaks into the _ retroperitoneal 
space, but it may rupture into the duo- 
denum or upper gastrointestinal tract and 
thus render the diagnosis considerably 
more difficult. Shock in varying degrees, 
depending on the rate of blood loss, oc- 
curs with progressive abdominal disten- 
tion. Leukocytosis is present in about 50 
per cent of patients. Although these are 
usually described as ruptured aneurysms, 
most aneurysms actually leak slowly, for 
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hours, days, or even weeks, before rup- 
ture, massive hemorrhage, and death oc- 
cur. A leaking or ruptured aortic aneu- 
rysm must be recognized as a dire emer- 
gency if any salvage is to be attained. 

The mere presence of symptoms is of 
serious prognostic significance, since the 
average duration of life after their onset 
is not usually more than three years. In 
Estes’s '® series of 97 arteriosclerotic an- 
eurysms, 25 per cent of the patients were 
dead from rupture within one year, 50 
per cent within three years, and all with- 
in ten years after the diagnosis was made. 
Crane* emphasized that 82 per cent of 
the patients with aneurysms larger than 
7 cm. in diameter were dead from rupture 
within six months after establishment of 
the diagnosis. In those patients whose 
aneurysms were less than 6 cm. in diam- 
eter, he found the danger of leakage to 
be extremely rare. Ample opportunity ex- 
ists for surgical intervention in most pa- 
tients with leaking aneurysms, since 25 
per cent usually live at least six to eight 
hours before the occurrence of massive 
or terminal hemorrhage. With prompt 
diagnosis and surgical intervention, a sal- 
vage rate of 50 to 60 per cent can be 
achieved. 

Surgical treatment: Removal of the 
mass prior to rupture, with restoration 
of blood flow through a graft, is the only 
logical form of therapy in the absence of 
definite contraindications, such as serious 
renal or cardiac disease. Few aneurysms 
are technically nonresectable, and involve- 
ment of the renal vessels no longer con- 
stitutes contraindications, as evidenced by 
the remarkable fatality rate of about 2 
per cent obtained by DeBakey and asso- 
ciates.".*-" Despite the serious risk of 
operation in patients with leaking or 
ruptured aneurysms, resection should be 
attempted in view of the otherwise hope- 
less prognosis. 

Aneurysms larger than 7 cm. in diam- 
eter or those associated with symptoms 
are generally considered to be indications 
for surgical intervention (Figure 3) but 
opinion is divided regarding treatment of 
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Figure 3—Large aneurysm of the terminal 
aorta — amenable to excision and replacement 
graft. 
small asymptomatic abdominal aneurysms. 
No less a vascular authority than Mi- 
chael Boyd +:* of Manchester believes that 
asymptomatic aneurysms should not be 
treated surgically, especially in elderly 
patients. Admittedly, all patients with ab- 
dominal aneurysms are not necessarily 
candidates for operation; careful periodic 
re-examination of this group should be 
carried out, and operation should be ad- 
vised at the first development of symp- 
toms. Hypertension, pre-existent cardiac 
disease, and advanced age will influence 
the case fatality rate, since the risk in- 
cident to resection in these patients is 
considerably greater. 

Technic of resection: Spinal and hypo- 
tensive anesthetic methods are proposed 
by some surgeons, but I have found gen- 
eral anesthesia, with adequate relaxation, 
to be far more satisfactory. The incision 
is made from the xiphoid to the pubis, 
and the peritoneal cavity is entered. The 
entire small intestine is retracted upward 
and to the right. The posterior perito- 
neum is incised along the root of the 
mesentery, the ligament of Treitz is di- 
vided, and the duodenum is mobilized. 
3ecause of the intense inflammatory re- 
action surrounding aneurysms, loops of 
intestine, duodenum or ureter, may be 
firmly adherent to the mass. Prior to 
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any mobilization of the pulsating tumor, 
tapes should be placed around the aorta, 
above the aneurysm, and below, around 
the iliac vessels. Preceding actual exci- 
sion, the aneurysm should not be exten- 
sively manipulated because of the danger 
of dislodging necrotic wall or thrombus 
into distal arteries. When the aorta above 
and the vessels below have been occluded, 
division should be made below the mass, 
and resection should be accomplished from 
below upwards, the lumbar vessels being 
ligated and divided. Particular care is re- 
quired in dissection of the aorta from the 
vena cava (Figure 4). When it is densely 
adherent, the aneurysm should be opened, 
the clot should be evacuated, and that 
portion of the wall attached to the cava 
should be left in place rather than fur- 
ther dissection being attempted in this 
obliterated plane. Because the left renal 
vein is so frequently obscured by fat and 
fibrous tissue, particular care must be 
exercised to avoid injury to this vessel. 

When the aneurysm has been removed, 
a graft of suitable length should be se- 
lected (usually of the bifurcation type 
since the origins of the iliac artery are 
most commonly involved), and anastomo- 
sis should be begun. A simple over-and- 
over suture, with the use of 3-0 silk for 
the proximal aortic end and 4-0 silk for 
the iliac arterial end, is satisfactory. 
Whereas the period of aortic occlusion be- 
low the renal artery is of lesser impor- 
tance in occlusive disease with an already 
established collateral circulation, early res- 
toration of blood flow after resection of 
the aneurysm is desirable. Periods of oc- 
clusion up to 140 minutes, however, ap- 
pear to be well tolerated without serious 
ischemic changes in the lower extremities. 

Complications: The complications of aor- 
tic resection may be: (1) operative, 
(2) thrombotic and embolic, (3) ischemic, 
or (4) renal. 

(1) Operative Complications: Injury to 
the vena cava, left iliac vein, which under- 
lies the bifurcation, or left renal vein 
may lead to obstinate hemorrhage. Since 
attempts to clamp these vessels are es- 
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Figure 4—Drawing of terminal aortic aneu- 
rysm. Right iliac artery is dilated. Bifurcation 
graft is necessary. 


pecially dangerous, hemostasis should be 
attained with pressure and suturing of 
the rent with 6-0 silk. The left ureter 
may be divided or injured during freeing 
and mobilization of large aneurysms, as 
this structure is frequently densely adher- 
ent and deviated from its usual course. 
Prompt recognition and repair are im- 
perative. 

Adequate attention to hemostasis is es- 
sential, especially from oozing middle sac- 
ral or lumbar vessels, possibly obscured 
by the replacement graft. Hemorrhage 
from the suture holes at the anastomotic 
line can generally be controlled by slight 
pressure with gauze sponges; occasionally, 
a defective suture may require additional 
reinforcement. The anastomosis should be 
doubly checked after flow of blood has 
been re-established for a reasonable peri- 
od of time. 

Tearing and fracture of the aorta may 
occur from too tightly occluding clamps, 
especially in the presence of a hardened 
arteriosclerotic vessel. For this reason, a 
tape placed well above the site of occlu- 
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sion, preferable above the renal artery, 
is strongly advocated as a safety measure 
for control of hemorrhage. 

(2) Thrombotic and embolic complica- 
tions are, unfortunately, still too com- 
mon following aortic grafting procedures. 
These may occur from plaques, loosened 
during thrombo-endarterectomy proximal 
to the anastomosis, from inadequate flush- 
ing out of the proximal vessels, or from 
formation of a clot in the vessels distal 
to the lower clamp. Frequent loosening 
of the clamp to allow the vessels to bleed 
and flush out clots should obviate much 
of this danger. Early thrombosis and oc- 
clusion of the graft are becoming more 
common as the use of plastic material 
becomes more popular, the clot often com- 
mencing and progressing from the proxi- 
mal anastomosis. A vigorous flow of blood 
through the graft is the best insurance 
against thrombosis, and every effort must 
be made to insure adequate blood pressure 
after continuity is re-established. Patients 
with early loss of pulsations in one or 
both extremities after operation must be 
re-explored promptly, with removal of the 
thrombus or replacement of the graft. 
Most postoperative thromboses occur be- 
fore the patient leaves the operating room 
or within the first few postoperative 
hours. 

(3) Ischemic complications: In addition 
to ischemic complications that result from 
failure of the graft, poor peripheral ves- 
sels or distal thrombosis, the blood supply 
of the rectosigmoid may be prejudiced 
from division of the inferior mesentery 
and hemorrhoidal arteries. Gangrene of 
the intestine has, in rare instances, fol- 
lowed aortic grafting. If the intestine ap- 
pears to be dusky and the state of via- 
bility is questionable, a loop colostomy, 
with exteriorization of the intestine, is 
recommended at the time of the primary 
procedure. 


(4) Renal complications have been re- 
sponsible for a considerable proportion 
of deaths after aortic grafting. Lower 
nephron nephrosis, involvement of the ori- 
fices of the renal arteries with arterio- 
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sclerotic plaques or thrombosis, and pro- 
longed hypotension are all contributing 
factors. In two of my patients, bilateral 
massive thrombosis of the renal artery oc- 
curred, with death from renal failure 
seven days after an otherwise successful 
grafting procedure. In both instances, 
thrombosis was attributable either to 
fresh formation of a clot at the site of 
denuded intima at the orifices of the renal 
vessels or possibly to debris flushed into 
the renal vessels during manipulation of 
the aorta. When the aorta is extensively 
involved, with thrombosis up to the origin 
of the renal arteries, extreme care must 
be observed during thrombo-endarterec- 
tomy in the region of the aorta adjacent 
to the renal arteries to avoid this insidious 
and often fatal complication. 

Aneurysms of the Thoracic Aorta: These 
aneurysms may be saccular or fusiform 
and may develop anywhere from the ori- 
gin of the aorta to the diaphragm. Their 
prognostic significance is greater than 
that of abdominal aneurysms. They are 
associated with symptoms due to pressure, 
primarily pain, cough, dysphonia, dys- 
phagia, and erosion of bone. The average 
duration of life after onset of symptoms 
is about six to nine months. 

Surgical treatment: The surgical treat- 
ment of these aneurysms is directed to- 
ward: (1) reduction of lateral pressure 
on the weakened portion of its wall or 
(2) complete excision of the diseased 
aorta and aneurysm, with subsequent res- 
toration of blood flow. The weakened 
portion is excised after occlusion of the 
neck of the aneurysm with suitable 
clamps, and lateral repair of the aorta is 
carried out by suture of the neck (Figure 
5). This procedure, so adequately de- 
scribed by Bahnson** in the treatment 
of saccular aneurysms, is successful be- 
cause syphilitic saccular aneurysms often 
have a narrow neck, which facilitates the 
application of clamps and enhances the 
tenacity of sutures. Furthermore, despite 
the widespread syphilitic changes in the 
wall of the aorta, the base of the aneu- 
rysm is tough and leathery and is strong 
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Figure 5—Excision by aortic suture technic, as 
advocated for saccular thoracic aneurysm possess- 
ing narrow neck. 


enough to hold both the occluding clamp 
and sutures satisfactorily. 

For aneurysms with a wide neck in- 
accessible to successful application of 
clamps, such as the arch of the aorta, 
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excision with reconstruction of continuity 
through a graft is preferable.®.” Because 
serious consequences may follow even 
rather brief periods of occlusion of the 
thoracic aorta, methods of bypassing the 
occluded area must be used during resec- 
tion. A temporary shunt through a by;- 
pass graft, with ingenious lesser shunts 
to carry circulation through the carotid 
arteries, is being used successfully. Hypo- 
thermia and temporary hypotensive anes- 
thetic methods are valuable adjuncts dur- 
ing any procedure that requires thoracic 
aortic occlusion. The entire aortic arch 
has been successfully replaced, and pro- 
longed periods of occlusion of the thoracic 
aorta are now possible when temporary 
shunts are used. Although the danger of 
interference with the supply of blood to 
the spinal cord is not great, some in- 
stances of paraplegia after thoracic aortic 
resection have been reported.' Surgeons 
should be reminded that the supply of 
blood to the thoracic spinal cord is both 
poor and inconstant, so that ligation of 
only a few pairs of intercostal arteries 
may lead to severe ischemic changes in 
the spinal cord. 


Whereas the risk associated with opera- 
tive correction of aneurysms of the thor- 
acic aorta is appreciably high (about 30 
per cent in most series), nonsurgical treat- 
ment of this “malignant disease” is uni- 
versally fatal. As experience with newer 
technics increases, results will undoubted- 
ly improve. It is in this particular field 
that some of the most brilliant technical 
achievements have been accomplished in 
the field of vascular surgery during the 
past few years. 

SUMMARY AND CONCLUSIONS 

Resection of the aorta has been per- 
formed in several hundred patients with 
an average case fatality rate of approxi- 
mately 10 per cent, although in DeBakey’s 
recent series there was a remarkable fa- 
tality rate of only 2 per cent. A suffi- 
cient number of operations has now been 
performed to demonstrate relief of symp- 
toms, rehabilitation, and prolongation of 
life. 
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Most complications consequent to resec- 
tion of the aorta, either for aneurysm or 
o¢clusive disease, are related to extensive 
distal arteriosclerotic disease, coexistent 
cardiac or renal disease, or interference 
with blood supply to the spinal cord or 
intestine. Development of readily avail- 
able and more satisfactory plastic pros- 
theses has made the surgical treatment of 
leaking or ruptured abdominal aortic an- 
eurysm an emergency operation. A sal- 
vage rate of about 50 per cent has been 
achieved in patients who would otherwise 
have had certain early death. With in- 
creasing awareness of the clinical status 
of these patients and earlier operation, 
even greater success in surgical treatment 
can be anticipated. 
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GASTRECTOMY FOR BLEEDING PEPTIC ULCER 
IN A 30-MONTH-OLD CHILD 
WITH RECOVERY COMPLICATED BY ADRENAL HYPOFUNCTION 
D. S. CONDIE, M.D. 


New Orleans 


The following case report is presented 
for several reasons: (1) to add another 
instance of gastric resection for ulcer to 
the limited number now on record in 
which surgery of such magnitude was re- 
quired in a very young child; (2) to dem- 
onstrate the ability of a very young child 
to compensate for the loss of over half 
of the stomach, as indicated by his nutri- 
tional status, growth and development in 
the two years following operation; and 
(3) to draw attention briefly to a post- 
operative adrenal dysfunction, which is 
being reported in greater detail elsewhere. 

CASE HISTORY 

A 2%-year-old boy was admitted to Hotel Dieu, 
December 12, 1954, after a six day illness char- 
acterized by sore throat, fever, and vomiting. 
There had been no response to antibiotic therapy, 
and dehydration had become increasingly serious. 

He was the second child of healthy parents and 
had a negative past history. The older child had 
died at the age of 4% years, after an illness of 


four days. This child’s illness later assumed con- 
siderable significance. 


On admission, the patient’s temperature was 
99.2° F., the pulse 90, and the respiration 20. He 
seemed acutely ill and complained repeatedly of 
thirst and pain in his throat and mouth. Positive 
physical findings consisted of swelling and red- 
dening of the lips, gum and tongue, acute pharyn- 
gitis and acute tonsilitis. The abdominal examina- 
tion was negative. At this time the hemoglobin 
was 15 gm. per cent, the white blood cell count 
13,400 per cubic millimeter, and the CO2 com- 
bining power of the blood 23 volumes per cent. 

The child’s condition improved under infusions 
of glucose in physiologic salt solution with molar 
sodium lactate in appropriate amounts, fluids by 
mouth, and tetracycline (100 mg. every eight 
hours) until the fifth day of hospitalization, when 
he suddenly passed a large tarry stool and went 
into shock. Shortly afterward the abdomen be- 
came slightly distended, but there was no rigidity 
and only questionable tenderness. He responded 
well to supportive measures, including a transfu- 
sion of 250 cc. of whole blood. A mild reaction 
was controlled by the injection of 50 mg. of ACTH 
and 1 ce. of benadryl. The hemoglobin value im- 
mediately after the passage of the tarry stool was 
7.8 gm. per cent. Several hours later, after the 
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measures described, the hematocrit determination 
was 40. 

The child continued to progress well for the 
next twenty-four hours. A gastrointestinal study 
and barium enema done some hours after the 
hemorrhage revealed no organic disease of the 
upper tract or lower bowel. 


Late in the afternoon of the following day the 
patient suddenly vomited a large quantity of 
bright red blood and again went into shock. 
Prompt improvement again followed standard sup- 
portive therapy, supplemented by a transfusion of 
500 cc. of whole blood. An oxygen tent was used, 
and suction was instituted by means of a Levin 
tube in the stomach. Hematocrit determinations 
ranged from 41 to 60. Surgery was considered at 
a consultation, but in view of the good response 
to treatment and the absence of additional bleed- 
ing it was decided to continue conservative treat- 
ment for the present. 


Progress was again satisfactory for the next 
four days. The child was kept under continuous 
strict observation. On the afternoon of the fifth 
day (December 22) bright red blood began to 
appear in the drainage fluid, and he was immedi- 
ately prepared for surgery. The hematocrit was 
40 at the beginning of the operation. 


Exploration was carried out under general an- 
esthesia (nitrous oxide, vinesthene, ether). There 
was no evidence of bleeding in either the ileum 
or the colon and no evidence of any other abnor- 
mality in these areas. The upper portion of the 
jejunum was full of dark blood, and the duodenum 
was edematous and thickened, these changes ex- 
tending into the pyloric end. Careful examina- 
tion of the stomach through a gastrotomy incision 
revealed no point of bleeding. When the duode- 
num was opened, blood welled up into the opera- 
tive field, apparently from an area about at the 
junction of the first and second portions. When it 
was finally controlled by the application of sev- 
eral ligatures the source was found to be an ulcer 
on the posterior wall, about 5 cm. from the py- 
lorus. 

The location of the ulcer obviously precluded 
the use of the duodenum in any anastomotic pro- 
cedure, and an attempt at dissection of the lesion 
was considered unwise, if only because it would 
increase the operating time. It was therefore de- 
cided to perform gastrectomy, leaving the ulcer 
in situ. The Hofmeister technique was employed, 
and subtotal gastrectomy was performed without 
incident after the stump of the duodenum had 
been closed. A later gastrointestinal series re- 
vealed that almost two-thirds of the stomach had 
been removed. 

The child’s condition was fairly good at the 
conclusion of the operation and there was no 
untoward incident for the first forty-eight hours. 
The rectal temperature was between 102 and 
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104° F., the pulse ranged between 90 and 120, 
and the hematocrit readings ranged from 33 to 36. 
Peristalsis was audible on the third day. The 
Levin tube was therefore clamped off at inter- 
vals and fluids were begun by mouth. The tube 
was removed on the seventh postoperative day. 
By this time, the child had normal temperature 
and was receiving a full bland diet. 

In view of the previous stormy course, it was 
thought best to continue hospitalization, and the 
precaution proved wise. Progress was uninter- 
ruptedly good until January 5, 1955, the four- 
teenth day after operation, when there was a 
sudden attack of vomiting (without blood), an 
elevation of temperature to 103.2° F., and re- 
currence of the shock-like state which had at- 
tended previous episodes before operation. An 
infusion of glucose in physiologic salt solution 
containing 100 mg. of cortisone was given as a 
slow drip in the amount of 700 cc. and was fol- 
lowed by 500 cc. of whole blood. Later an infu- 
sion containing 100 cc. of calcium gluconate was 
given. 

The response to these measures was highly 
satisfactory. No cause for the episode was ap- 
parent. There were recurrences on January 11 
and February 3. Response to therapy was good 
both times. 


Meantime, vigorous efforts were made to es- 
tablish a diagnosis. All laboratory studies were 
negative, including urinalyses, blood agglutina- 
tion tests, blood cultures, cultures of secretions 
from the nose and throat, an electrocardiogram, 
and roentgenologic studies to establish the bone 
age. Fluoroscopic and roentgenologic studies of 
the chest were negative; there was nothing to 
suggest the presence of a subphrenic abscess. 
Barium studies of the upper gastrointestinal tract 
revealed normally functioning anastomotic stoma 
without evidence of marginal ulcer or any other 
pathologic process. 


The diagnosis was finally made by a combina- 
tion of clinical and laboratory observations which 
indicated that the child was suffering from adre- 
nal hypofunction with the salt-losing syndrome. 
These data included the development of pigmenta- 
tion; the tendency to exhibit a shock-like state 
without evidence of hemorrhage; a craving for 
salt; a low blood sodium (123 mg. per cent); and 
an elevated blood potassium (6.3 mg. per cent). 
The 17-ketosteroids were within the normal range. 
Once it became evident in the postoperative peri- 
od that this patient’s shock-like episodes were not 
the result of hemorrhage, attention was directed 
to a possible adrenal cause. It was also recollected 
that the older brother’s fatal illness had been 
associated with shock. When the parents were 
questioned further, they recalled that this pa- 
tient’s episodes resembled the episode in which 
the older brother had succumbed. The autopsy 
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report, obtained from Charity Hospital of Louisi- 
ana at New Orleans, indicated that no adrenal 
tissue could be located at all. In both children it 
seemed apparent that the adrenal hypofunction 
was on a congenital basis. 

As soon as the diagnosis was established, per- 
corten therapy (desoxycorticosterone-acetate) was 
instituted. Improvement was prompt and continu- 
ous. There were no further attacks of vomiting 
and shock, and when the child was discharged 
from the hospital March 1, his weight, which had 
fallen to 21 pounds, had reached the pre-illness 
level of 26 pounds. 

Periodic checks on this patient during the two 
years since his illness have been gratifying. There 
has been no retardation of growth, no perversions 
of the nutritional status, and no abnormalities of 
blood balance. His present weight is 45% pounds. 
His nutritional status is excellent. He eats nor- 
mal amounts of food at regular meals and fre- 
quently eats between meals. Repeated blood 
counts have been within the normal range. A bone 
age study November 12, 1956, gave results con- 
sistent with the child’s chronologic age. 

REVIEW OF THE LITERATURE 

The incidence of peptic ulceration in 
infants and children, particularly the type 
of ulceration which requires surgical in- 
tervention, has been discussed in several 
papers. Perhaps the best is an excellent 
collective review of the literature by Bird, 
Limper and Mayer,' in 1941. Of the 119 
operations which they were able to find, 
53 were for pyloric stenosis, 43 for per- 
foration, and 12, as in my own case, for 
hemorrhage. The age range in this series 
was from 3414 hours to 15 years; the con- 
dition has been reported in utero. There 
were 17 gastroduodenal resections in the 
119 operations, with two deaths, one in a 
child under 2 years of age and the other 
in the 12-15 year group. 

In 1952, McAleese and Seiber ? collected 
another 29 surgical cases of peptic ulcera- 
tion in children. The single gastrectomy 
in the group was reported by Karlstrom, 
in 1949; the child survived. There were 
two instances of local excision of anterior 
accessible ulcers, both reported by Plummer 
and Stabins,* in 1950; both children sur- 
vived. In 1955, Neilson and Black* re- 
ported a gastrectomy in an 18-month-old 
child, the indication being, as in my own 
case, severe gastrointestinal hemorrhage. 
The child survived and was in good con- 
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dition at the end of a thirty-three month 
follow-up. 
COMMENT 

Peptic ulceration in infants and young 
children is most often associated with 
some other disease, which usually, as in 
my own case, is an upper respiratory in- 
fection. As a result, an ulcer is not usu- 
ally considered among the diagnostic pos- 
sibilities until some time has passed. UI- 
ceration at this age is usually manifested 
by complications which, in order of fre- 
quency, are perforation, hemorrhage and 
stenosis. These complications account for 
a disproportionately large amount of emer- 
gency surgery in childhood. 

Although the disease is relatively infre- 
quent at this extreme of life, it must be 
considered, and considered urgently, when 
hemorrhage from the gastrointestinal tract 
is encountered in young children. 

No general rules concerning surgical 
intervention exist. They would not be 
warranted. The decision to intervene must 
be made on the circumstances of the in- 
dividual case and must be the joint re- 
sponsibility of all concerned with the care 
of the child. Good pediatric care is im- 
perative, as this case clearly demonstrates. 
Also implicit in the management of such 
a case are close, continuous observation, 
frequent professional conferences, and re- 
peated laboratory studies. 

It is not always wise to wait for a 
definite diagnosis of ulcer in the face of 
continued or recurrent hemorrhage. In- 
fants tolerate blood loss poorly and may 
not respond to replacement therapy as 
well as this particular patient did. On the 
other hand, children tolerate surgery re- 
markably well, and, when the risk of con- 
tinued bleeding is equated with the risk 
of surgical intervention, there is usually 
little doubt that a resort to operation is 
wiser. 

The first step at operation is to deter- 
mine the origin of the hemorrhage. In 
young children, bleeding from a _ peptic 
uleer most frequently originates from a 
duodenal ulcer on the posterior wall, as 
in this case. The second step, if bleeding 
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is still active, is to control it by ligation 
of the causative vessel or vessels. Only 
then can the type of surgery required be 
decided upon. Gastrectomy is obviously a 
very radical measure, which, when it is 
possible, should not be performed in a 
young child. On the other hand, gastro- 
jejunostomy alone results in a high inci- 
dence of marginal or stomal ulceration, 
while dissection of the ulcer is attended 
with technical difficulties in many cases, 
as it would have been in this one. 

Generally speaking, conservatism is de- 
sirable in the surgery of peptic ulceration 
in young children, but it should be em- 
ployed only when it is warranted by the 
conditions present. The final decision 
must be made on the basis of the extent 
and location of the pathologic process. In 
this case, as already pointed out, the lo- 
cation of the ulcer permitted no course 
other than gastrectomy, which was under- 
taken with the full realization that it was 
a calculated risk but the lesser of the evils 
which confronted us. 

No attempt is made to draw conclusions 
from this single experience. It is striking, 
however, that in spite of the stormy post- 
operative course, caused by adrenal hypo- 
function, this child’s progress in the two 
years since operation has been entirely 
satisfactory. He has demonstrated his 
ability to ingest and digest food in normal 
amounts, and careful observation, supple- 
mented by laboratory studies, shows that 
he is developing at a rate consistent with 
his age. In the gastrectomy reported by 
Neilson and Black,* the child’s growth 
after operation was almost the same as 
that of her twin sister. In this case, as 
in my own, there was no doubt of the 
ability of these very young children to 
compensate for the loss of a major por- 


tion of the stomach. 
SUMMARY 
A 21%4-year-old boy with massive hemor- 
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rhage from a duodenal ulcer was treated 
by subtotal gastrectomy after failure of 
conservative measures. The postoperative 
course was complicated by the salt-losing 
syndrome due to adrenal hypofunction. In 
the two years which have elapsed since 
operation the patient’s normal develop- 
ment and nutritional status have demon- 
strated the ability of a very young child 
to compensate for the loss of over half 
of the stomach. 


The number of such cases in the litera- 
ture is still very limited. Additional re- 
ports, with follow-up surveys, will aid in 
establishing the correct treatment for pa- 
tients in this age group who require radi- 
cal surgery. 

Note.—Pediatric care in this case was 
provided by Dr. David Spizer and Dr. 
Richard Bagnetto, for whose cooperation 
I am grateful. They will report the lab- 
oratory and clinical aspects of the adrenal 
phase of this illness in detail elsewhere. 
Dr. Albert Segaloff assisted in the labora- 
tory studies. 

ADDENDUM 

Since this article was written this pa- 
tient passed away in Charity Hospital of 
New Orleans as a result of measles, inter- 
stitial pneumonia, and acute tracheo-bron- 
chitis with ball-valve bronchial obstruction 
on February 18, 1957. 

The pathological diagnosis included in 
addition to the above: Addison’s disease 
with absence of the adrenal glands. 
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HYPOBARIC PONTOCAINE SPINAL ANESTHESIA FOR 
PATIENTS IN THE PRONE OR LATERAL POSITION 
MELVIN A. KUTSCHBACH, M.D. + 
Shreveport 


Although there have been many reports 
in the anesthesia literature concerning the 
use of hypobaric pontocaine spinal anes- 
thesia,*®** far too little use seems to be 
made of it today. It can be used with 
equal safety as hyperbaric spinal anes- 
thesia if basic specific gravities and pa- 
tient positions are kept in mind. Of par- 
ticular value is its use for lumbar lami- 
nectomies,**: ° spinal fusions, pilonidal cys- 
tectomies, rectal surgery, and any ortho- 
pedic or general surgery of the back and 
extremities, when the patient is to be 
lying prone or with the operated side up, 
or in situations of surgery of one side 
or the other when the patient is unable 
to lie on the affected side for the adminis- 
tration of hyperbaric spinal anesthesia. 

TECHNIQUE 

The patient is premedicated with gr. 
34, to gr. 114 nembutal or seconal one and 
a half hours before the anesthesia is to 
begin, and with 50 to 100 mgs. demerol 
and gr. 1/200 to 1/150 of atropine sulfate 
one hour prior to anesthesia. Scopolamine 
is generally avoided due to confusion that 
it produces in some patients. 

The procedure used at the Confederate 
Memorial Medical Center follows that of 
pontocaine anesthesia generally advocated 
by Lund and Rumball,'.® particularly in 
their use of adrenalin to prolong the ac- 
tion of the spinal anesthesia. For pos- 
sibly prolonged surgery in the prone po- 
sition it is desirable to use longer acting 
spinal anesthesia, since it is unwise to 
hazard administering a general anesthetic 
for supplementation to a patient in the 
prone position who is not intubated endo- 
tracheally; this is done by adding vary- 
ing doses of 0.2 to 0.6 cc. of adrenalin 
1:1000 to the pontocaine to insure two to 
four hours of anesthesia. In the excep- 
tionally prolonged cases during lumbar 

+ Department of Anesthesiology, Confederate 
Memorial Medical Center, Shreveport, Louisiana. 


laminectomies, if the spinal anesthetic does 
not last long enough, the surgeon can 
easily administer an additional spinal an- 
esthetic through the dura in the exposed 
interspace where the surgery is being 
done. 

The hypobaric spinal tray consists of a 
#22 spinal needle, a +20 spinal needle, 
two short +23 needles for the mixing of 
solutions, a 2 cc. and a 5 ce. syringe, 
files, a sponge stick and sponges, one 
ampule of procaine 1 per cent and ephe- 
drine 214 per cent, one ampule of 1 per 
cent pontocaine of 2 cc., one ampule of 
10 cc. sterile distilled water, and one 
ampule of 1 cc. of 1:1000 adrenalin. These 
trays are prepared ahead of time and all 
units autoclaved at 250° F. at 25 lbs. pres- 
sure for thirty to forty-five minutes in- 
cluding all ampules. This eliminates the 
hazard of chemical contamination and has 
not noticeably significantly decreased the 
action of any of the drugs including the 
adrenalin, nor has it introduced any 
known morbidity to this time. 

RECTAL SURGERY 

Hypobaric spinal anesthesia is used for 
rectal surgery almost routinely at this 
hospital, since practically all rectal sur- 
gery is done in the Buie or prone jack- 
knife position. If the positioning is to be 
in the lithotomy, then a hyperbaric saddle 
block anesthesia should be used. For the 
hypobaric spinal for rectal surgery in the 
Buie position, the patient is placed on his 
most convenient side and moderately 
flexed to facilitate lumbar puncture. The 
blood pressure is taken and recorded. The 
patient is then placed in 5° Trendelenberg 
and his back prepped with tincture of 
zephiran. The procaine 1 per cent and 
ephedrine 2!4 per cent solution is as- 
pirated in the 2 cc. syringe and a skin 
wheal raised at the L4-L5 interspace. If 
the patient’s preoperative blood pressure 
is low (below 100 mm. hg. systolic) from 
conditions other than recent acute blood 
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loss, 0.5 cc. of the procaine-ephedrine so- 
lution may now be given subcutaneously 
through the skin wheal superiorly so as 
not to obscure landmarks for the lumbar 
puncture. The spinal anesthetic solution 
may now be mixed and it is standard for 
all normal-sized patients, of 8 mgs. ponto- 
caine (0.8 cc. of a 1 per cent pontocaine 
liquid solution) added to 2.2 cc. of sterile 
distilled water to make a total volume of 
3 cc. If more than one and one-half to 
two hours anesthesia is desired, add 0.2 
to 0.4 ec. of 1:1000 adrenalin to provide 
from two and a half to four hours anes- 
thesia time. After the lumbar puncture 
has been completed, attach the syringe to 
the spinal needle stabilizing the needle 
firmly and after aspirating enough cere- 
brospinal fluid to be sure of a free flow 
(not over about 0.2 cc.,) inject the solu- 
tion slowly (five to ten seconds). Immedi- 
ately turn the patient over on his abdomen 
and jacknife the table, thus placing his 
head and legs inferior to his buttocks that 
remain superiorly. Prepping and draping 
may begin immediately and anesthesia will 
be complete in three to five minutes, most 
often from L4-L5 or Sl downward. No 
time is lost waiting for the pontocain so- 
lution to fix as should be allowed in hyper- 
baric saddle blocks before placing the pa- 
tient in a prone and jackknife position, 
as the solution is floating upwards in the 
sacral segments all the while it is in the 
fixing process. 

Since so few sympathetic nerves are 
blocked there is usually very little change 
in blood pressure, particularly if a small 
dose of ephedrine has been given two to 
three minutes before the spinal anesthetic 
was given. However, the blood pressure 
should be watched carefully as in any 
other spinal anesthetic, and it is a good 
idea to start an infusion of 500 cc. of 5 
per cent glucose in distilled water. Any 
significant drops in the blood pressure 
may be easily corrected with small intra- 
venous doses of 0.1 to 0.2 cc. vasoxyl. It 
is rare, and the result usually of too rapid 
an administration of the anesthetic solu- 
tion, if a high spinal anesthetic occurs, but 
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its only consequence should be hypotension 
(which can be easily corrected with intra- 
venous doses of vasoxyl) and not serious 
respiratory depression, since in the main 
the upper thoracic or cervical segments 
that might be blocked would be the pos- 
terior nerve roots and even though sensory 
anesthesia may result motor function re- 
mains intact. 

If the surgery outlasts the anesthesia in 
rectal cases, it is fairly easy to remove 
part of the drapes and do another lumbar 
tap while the patient remains in the Buie 
or jackknife position and repeat the injec- 
tion of the anesthetic solution. By care- 
fully judging the need for the addition 
of 1:1000 adrenalin solution, this should 
practically never occur as it is far easier 
and without increased morbidity to plan 
the spinal to last an hour longer than the 
contemplated surgery time. The advan- 
tages of this type of anesthesia are maxi- 
mum relaxation and accomplishment of 
anesthesia without waiting for a hyper- 
baric spinal to fix; the procedure is 
quicker by far and probably safer than 
caudal anesthesia, and it obviates the need 
for endotracheal general anesthesia for 
rectal surgery. 


LUMBAR LAMINECTOMIES AND SPINAL FUSION 

Probably next in importance is the use 
of hypobaric spinal anesthesia for lumbar 
laminectomies and lumbosacral spinal fu- 
sions. This anesthesia should not be used 
if there is a total or near total block of 
cerebrospinal fluid anywhere in the sub- 
arachnoid space. It is easy, quick, and 
much less patient shock is seen during 
the surgery than with endotracheal gener- 
al anesthesia. Ventilation of the patient 
is better, less bleeding is encountered, and 
the cautery may be used as surgically de- 
sired with complete freedom from explo- 
sive hazards. Local anesthesia with pen- 
tothal supplementation in the prone posi- 
tion without endotracheal intubation as a 
method of anesthesia is mentioned in pass- 
ing only to be condemned, as a patient 
under these circumstances who develops 
airway obstruction from any cause is in 
a precarious position indeed even with 
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the most expert anesthesia management. 

The patient is placed on the most con- 
venient side and moderately flexed to fa- 
cilitate lumbar puncture. The blood pres- 
sure is checked and recorded. The patient 
is then placed in 5-10° reverse Trendelen- 
burg, his back prepped, and draped, and a 
skin wheal of 1 per cent procaine - 2.5 per 
cent ephedrine is raised at L2-L3 inter- 
space. Depending on the patient’s pre- 
spinal blood pressure, 0.5 to 1 cc. of the 
procaine - ephedrine solution is given deep- 
ly subcutaneously through the skin wheal 
superiorly. The spinal anesthetic is then 
mixed, varying somewhat with the pa- 
tient’s size and height, from 12-16 mgs. of 
pontocaine (1.2 to 1.6 cc. of 1 per cent 
pontocaine solution) adding from 0.2 to 
0.6 ec. of 1:1000 adrenalin depending upon 
the anesthetic time desired (two and a 
half to five hours), and adding distilled 
water to bring it to a total volume of 6 
cc. The lumbar puncture is then done 
with a #20 spinal needle at L2-L3, the 
syringe inserted and enough cerebrospinal 
fluid (0.2 cc.) aspirated to insure that a 
free flow has been accomplished. The an- 
esthetic solution is then injected at a 
smooth rate taking ten to fifteen seconds 
for the total 6.2 cc. injection. 


The patient is kept in the original po- 
sition thirty seconds, then the table is 
leveled out of reverse Trendelenburg and 
the patient is turned to the prone with a 
chest roll supporting each shoulder. He 
remains in this position for another thirty 
seconds, then the table is slightly flexed 
and placed in 5-10° Trendelenburg. A 
quick sensory needle check at this time 
will usually show a_ beginning sensory 
change (not complete anesthesia) at the 
level of the scapula (T4 to T6). An in- 
fusion of glucose in distilled water should 
be started as soon as the patient is turned 
prone (or even before the spinal anes- 
thetic is administered if the patient is 
particularly hypo or hypertensive or if 
otherwise considered to be a particularly 
poor risk), and the blood pressure fol- 
lowed closely. Prepping and draping may 
begin immediately, and at least twenty 
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minutes should be allowed to pass before 
the basic positioning of the patient is 
changed, so as to allow for the fixation of 
pontocaine. Sensory changes will begin in 
a minute or two and anesthesia complete 
enough for surgery to begin in four to 
ten minutes. During the time that the 
patient is in mild Trendelenburg (at least 
the first twenty minutes) the patient’s 
head should lie flat without a pillow. 

Respiration should be watched carefully 
and if any signs of moderate to marked 
depression should develop (if this occurs 
at all, it should occur during the first 
twenty minutes because after this the 
pontocaine is fixed),* then appropriate 
measures of oxygen by mask, or even the 
extreme possibility of turning the patient 
to his side or back to administer positive 
pressure oxygen, may have to be instituted 
and surgery delayed temporarily until res- 
pirations have returned to a normal de- 
gree. These are precautions that should 
be carried out carefully, but respiratory 
depressions should not occur with good 
technique, (proper volume, rate of injec- 
tion, positioning.) As Ruben and Kistler” 
so very aptly point out, one should be able 
to handle these complications with ease 
before using these procedures. 


For additional patient comfort after the 
patient has stabilized after twenty min- 
utes or so, small IV doses of demerol (25 
mg.) may be given every thirty to forty- 
five minutes PRN to produce additional 
narcosis. This is superior to extra bar- 
biturate sedation as the patient rests but 
is aroused easily and has more complete 
control over his airway. Pentothal should 
be avoided as with its use the dangers of 
general anesthesia would be ever present. 

PILONIDAL CYSTECTOMIES 

For pilonidal cystectomies the same pro- 
cedure may be used as described above 
for lumbar laminectomies except that the 
initial reverse Trendelenburg is corrected 
to a normal level position. The lumbar tap 
is made at L3-L4 interspace with a #22 
spinal needle, and a dose of pontocaine of 
10 to 12 mg. mixed to a total volume of 
4 cc. distilled water is administered in ten 
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to fifteen seconds. Rarely, if thought 
necessary, 0.2 cc. 1:1000 adrenalin is 
added to the anesthetic solution to insure 
two to three hours of anesthesia. The 
patient is then turned prone immediately 
after the anesthetic solution is injected 
and the table slightly flexed and placed 
in 5-10° Trendelenburg. 
UNILATERAL ANESTHESIA 

In situations of desired one-sided or 
near one-sided anesthesia, where the pa- 
tient is unable to lie on his affected side 
and the upper or superior side is going 
to be the operative site (as in fractured 
femurs, hips, etc), the patient may be 
positioned for spinal anesthesia with the 
operative site up. The same technique is 
used as outlined above, and in most cases 
of hip, upper thigh, or leg surgery, the 
tap is done at L2-L3. An appropriate dose 
of ephedrine is either given or withheld, 
and the appropriate spinal anesthetic so- 
lution (10-14 mg. pontocaine mixed to a 
total volume of 4-5 cc. of distilled water, 
and 0.2 to 0.6 ec. 1:1000 adrenalin added 
if necessary to produce a sufficiently long 
anesthetic time) is mixed. Injection rate 
is ten to fifteen seconds and the patient 
remains on his side. After thirty seconds 
5-10°Trendelenburg may be instituted to 
halt the cephalad movement of the anes- 
thetic solution. Anesthesia will be most 
marked on the upper side and extremity. 
An infusion of 5 per cent glucose in dis- 
tilled water is started intravenously and 
the blood pressure and respiration fol- 
lowed closely. 


Although it can be easily done, I do not 
like to use this technique for kidney sur- 
gery in the lateral position, because most 
patients will feel lower side discomfort 
due to minimal anesthesia on the lower 
side and the extreme flexion that most 
urologists desire, the traction pain that is 
usually felt to varying degrees due to 
stimulation over unblocked autonomic path- 
ways, and the difficulties encountered in 
cases that pneumothorax is induced, par- 
ticularly unrecognized cases of small pneu- 
mothorax that may produce a _ tension 
pneumothorax. 


HYPOBARIC PONTOCAINE SPINAL ANESTHESIA—Kutschbach 17 


IMMEDIATE COMPLICATIONS 

In the past year this technique has been 
used by me for 17 lumbar laminectomies 
at this hospital, and I have used the tech- 
nique prior to this time elsewhere on 
about 50 cases with one failure (incom- 
plete anesthesia probably due to incom- 
plete subarachnoid injection of the anes- 
thetic). The patient was turned back in 
a supine position and endotracheal general 
anesthesia instituted and the surgery car- 
ried out. There have not been any cases 
of even moderate respiratory depression 
that needed to be treated with oxygen. 
Occasional hypotensives were easily man- 
aged with vasoxyl or neosynephrine drip 
solution (0.004 per cent), and fluids such 
as blood, etc. later on in the procedure 
for hypotension due to surgery and blood 
loss. In some of the earlier cases, the 
lumbar tap was done after the patient 
had been placed in the prone position, but 
this has been abandoned because it is a 
little more technically difficult and time 
consuming to do a good free-flowing tap 
and may carry added morbidity (more 
blood-tinged taps, more chance of trauma to 
a disc or nerve root). 


Also during this time the technique has 
been used 60 times for rectal surgery, 3 
times for pilonidal cystectomies, and 20 
times for desired unilateral anesthesia 
when the operated side was to be superior 
in a laterally placed patient. It has been 
used approximately 500 times in other 
institutions prior to this time for rectal 
cases. In the rectal case, pilonidal cystec- 
tomy, and leg series, there have been no 
failures and no morbidity except possibly 
an increased need for postoperative ure- 
thral catheterization in the long-acting 
hemorrhoid series. Occasional hypoten- 
sives have been easily corrected and in a 
few cases higher spinal anesthesia has 
been observed. There has not been any 
case of severe to complete respiratory 
depression and not any morbidity directly 
or indirectly attributable to the anesthesia. 


There has been one case of moderate- 
ly severe respiratory depression from high 
spinal hypobaric anesthesia for a nephrec- 
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tomy that needed positive pressure oxy- 
gen. This depression lasted only about 
twenty minutes: the surgery continued, 
and there were no complications. There 
have been 3 cases of pneumothorax dur- 
ing nephrectomies that were difficult to 
handle (apprehension and pain, necessitat- 
ing positive oxygen pressure and supple- 
mentation). 


It is felt that fewer postspinal decom- 
pressive headaches occur with this tech- 
nique than with regular hyperbaric spinal 
techniques, as there is less loss of spinal 
fluid through the needle hole in the dura 
since the needle hole remains in a less 
dependent position during surgery, and 
there is probably more complete sealing 
of it before the patient returns to a supine 
position. 

SUMMARY 

A brief outline has been presented de- 
scribing the uses of long-acting hypobaric 
pontocaine spinal anesthesia, stressing its 
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ease and simplicity of administration with 

discussion of its possible immediate com- 

plications with emphasis upon measures 

for their prophylaxis and treatment. 
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MATERNAL MORTALITY AT CHARITY HOSPITAL * 
PHILIP J. KRUPP, JR., M.D. 


New Orleans 


There has been a marked reduction in 
maternal mortality at Charity Hospital in 
spite of spiraling admissions and an in- 
creasing concentrate of this state’s obstet- 
rical pathology. Complicated cases seem 
to gravitate to this institution from other 
hospitals and clinics for financial and other 
reasons. That many should have been 
treated in their own locality is obvious 
from the fact that 10 of the fatal cases 
listed in Table 1 arrived moribund. 

The maternal mortality rate at Charity 
Hospital was investigated for the past 
eleven years (1946-1956, inclusive). This 
period covered 117,450 livebirths during 
which time 141 maternal deaths occurred 





* Presented at the. Seventy-seventh Annual 
Meeting of the Louisiana State Medical Society, 
May 8, 1957, New Orleans. 

From the Division of Obstetrics and Gyne- 
cology, Tulane Unit, Charity Hospital of Louisi- 
ana at New Orleans. 


giving an incidence of 12 deaths per 
10,000 livebirths. There were no correc- 
tions or deletions. All were clinic pa- 
tients and all were treated by one of the 
three obstetrical and gynecological serv- 
ices (Tulane, Louisiana State University, 
and Independent). 

The statistics of the war years (1942- 
1945) are available for comparison in 
Table 1. Only totals of the Obstetrical 
Unit are included in this group (pregnan- 
cies twenty weeks or beyond). Hence only 
those gestations five months or more are 
considered in the upper portion of Table 1 
that compares these periods; while the 
lower portion of this table includes all 
pregnancies regardless of their duration, 
hence the significant reduction is appar- 
ent. 


Table 2 lists the causes and incidence 
of maternal mortality. 
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TABLE 1 
MATERNAL DEATHS PER YEAR 








WAR YEARS 
Maternal Deaths 





























Only pts. 20 wks. Live Mat. Deaths/10,000 

Year or more) sirths Live Births 
1942 20 5,350 37.58 
1943 19 4,799 39.59 
1944 17 4,304 39.50 
1945 8 4,548 18.58 
Total 64 19,001 33.68 

PRESENT STUDY 

Maternal Deaths 
(All pregnancies Live Mat. Deaths/10,000 
Year included) Births Live Births 
1946 14 7,007 19.97 
1947 19 8,659 21.94 
1948 15 9,407 15.94 
1949 9 10,296 8.74 
1950 18 10,696 16.82 
1951 12 11,316 10.60 
1952 16 11,312 14.19 
1953 9 11,501 7.82 
1954 13 12,093 19.08 
1955 6 12,416 4.83 
1956 10 12,747 7.84 
Total 141 117,450 12.00 
TABLE 2 


MATERNAL MORTALITY 1946 - 1956 








Total Live Births 


Maternal Deaths per 10,000 Live Births 





117,450 
12.00 





Deaths/10,000 
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TOXEMIA 

The late toxemias of pregnancy are 
still the most important complication of 
pregnancy in our area as is evident from 
the data in Table 2. Our incidence at 
Charity Hospital averages approximately 
17 per cent in spite of complete hospital 
and clinic facilities with adequate social 
and governmental assistance. The hiatus 
at present seems to be in the area of pa- 
tient education. They must be taught the 
necessity of presenting themselves for clin- 
ic care, for of the 37 deaths in this series 
due to toxemia, 63.6 per cent did not 
attend clinic at all. 

There were 23 eclamptics in this series 
and the remaining 14 are classified as 
“other toxemias”. Significantly, 17 of the 
above 37 deaths occurred from cerebro- 
vascular accidents and is the reason sine 
qua non for the three obstetrical services 
involved constantly casting about for bet- 
ter methods of controlling the character- 
istic vasospasm and tissue anoxia of this 
entity.’ '* That some measure of success 
has been accorded the efforts put forth 
is reflected in the overall reduction in the 
number of toxemic deaths as recorded in 
Table 3. This diminution of cerebrovascu- 
lar accidents is probably at least partially 















































Comte ™~ Live Births due to the use of antihypertensive drugs. 
Toxemia 37 3.1 ee 
Infection 33 2.8 : ‘ pila ints 
Hemorrhage 22 1.8 Infection is still the second cause of 
Embolism 14 1.1 deaths in this hospital regardless of ef- 
pes ee —_ 8 a fective antibiotics and chemotherapeutic 
ower Nephron Nephrosis 7 ‘ ; " “4 
agents. T reasons f $ 
Sudden Death ‘ 0.34 gent he reasons for its prominence 
Auaitiinsin 3 0.25 are the large number of criminal septic 
Neoplasm 3 0.25 abortions and the significant referral of 
Miscellaneous 9 _ 0.76 _ infected cases from elsewhere. Table 4 
TABLE 3 
TOXEMIA DEATHS 
ee 1946 1947 1948 1949 1950 1951 1952 «:1958Ss«dMACC:«iTTD 1956 
'Eclamptic Deaths 
per 10,000 L. B. 4.3 5.77 2.12 0.9 3.7 1.75 0.0 2.48 0.0 0.78 
Other Tox. Deaths 
per 10,000 L. B. 4.3 1.15 1.06 0.0 0.0 1.75 2.6 £7 1.65 0.0 0.00 
Total Tox. Deaths ae 
per 10,000 L. B. 8.6 6.92 3.18 0.9 3.7 3.50 2.6 3.4 4.12 0.0 0.78 
CVA Deathsinall a a ee 7 > 
Tox./10,000 L. B. 4.2 2.3 2.3 0.0 2.8 4.7 0.8 1.7 1.6 0.0 0.0 
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TABLE 5 
FATAL HEMORRHAGE 








TABLE 4 
FATAL INFECTIONS 
Early septic abortions 15 
' Criminal interruption 10 
Denied criminal interruption 2 
Unknown 2 
Therapeutic abortion 1 


Suppurative thrombophlebitis 6 


Pyelonephritis 3 
Bronchopneumonia 2 
Peritonitis 2 
Tuberculosis 1 
Boeck’s sarcoidosis 1 
Bulbar poliomyelitis 1 
Infected abdominal pregnancy 1 
Acute pseudomembranous enterocolitis 1 


Total 33 


gives the cause and incidence of fatal 
infections. 
SEPTIC ABORTIONS 

The frequency of criminal abortions is 
the single major factor that causes in- 
fection to maintain such a prominent po- 
sition in maternal mortality tables of this 
vicinity. The relative ineffectiveness of 
antibiotics in these instances probably can 
be explained by at least two factors. First, 
there is usually dead placental tissue pres- 
ent with little or no blood supply that is 
an excellent pablum for bacteria and yet 
almost impossible to sterilize by blood- 
borne antibiotics. Second, due to the na- 
ture and cause of infection, these patients 
wait until they are acutely ill before pre- 
senting themselves for treatment, and con- 
sequently, have an overwhelming infec- 
tion on admission. 

Two patients in this group denied crim- 
inal interference although this was sus- 
pected, and two other charts failed to note 
whether or not this probability was pres- 
ent. The only therapeutic interruption 
listed in Table 5 was performed at an- 
other institution for severe renal infection 
at fourteen weeks. The patient subse- 
quently developed postabortal sepsis origi- 
nating in retained placental tissue and 
died from septic pulmonary infarcts in 
spite of massive antibiotic therapy. 

SUPPURATIVE THROMBOPHLEBITIS 

There are 6 definite cases in this group. 

All cases were treated promptly and by 





Ruptured uterus 

Uterine atony (postpartal) 

Placentae abruptio 

Abdominal pregnancy 

“‘Hemorrha,sic diathesis’”’ (Afibrogenemia) 
Ruptured ectopic pregnancy 

Placenta praevia 

Placenta accreta 
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Total 22 
accepted measures but all had septic pul- 
monary infarcts on admission and were 
extremely toxic. Indeed, 2 were in ex- 
tremis on admission. In addition to anti- 
biotics, pelvic vein ligation has been in- 
valuable in limiting the number of deaths 
due to this entity as well as those listed 
under septic abortions, when done accord- 
ing to the proper criterion as set forth 
by Collins and collaborators.'’ Unfortu- 
nately, pelvic ligation was done as a last 
resort in these instances and not accord- 
ing to the above recommendations. 
HEMORRHAGE 

The third most important cause of death 
even in this era of liberal blood transfu- 
sions is hemorrhage and it is from this, 
apparently, that a large portion of pre- 
ventable deaths occur. These preventable 
deaths were for the most part due to 
errors in judgment inherent in any large 
training institution regardless of adequate 
staffs and ready availability of whole 
blood. Table 5 records the causes and in- 
cidence of fatal hemorrhage in this series. 

RUPTURED UTERUS 

This is the commonest cause of fatal 
hemorrhage. No Pitocin was administered 
to any patient in this group, which was 
one of advanced age and parity as em- 
phasized by other reports.® 

UTERINE ATONY 

Of the 4 deaths from uterine atony at 
least 3 were preventable. Here also ad- 
vanced age and parity are the most im- 
portant factors. These hemorrhages were 
sudden, unexpected, and uncontrollable de- 
spite oxytocics and emergency measures. 

ABRUPTIO PLACENTAE 

The 4 fatal cases in this group could 

well have been placed in the toxemia 
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series since in all the abruptio placentae 
was merely a complication of pre-eclamp- 
sia. Their deaths, however, were directly 
related to the placental separation and 
they received the added emphasis accorded 
the seriousness of these emergencies by 
being considered alone. Little could be 
done to help these 4 patients once they 
arrived. 
ABDOMINAL PREGNANCY 

There were 2 deaths due to hemorrhage 
secondary to abdominal pregnancies. The 
first was that of a primigravida in whom 
an accurate diagnosis was made at term 
and a laparotomy done. The fetus was 
obtained and the placenta left in situ. 
However, after operation was completed, 
bleeding from the placental site developed 
and a second laparotomy was done in an 
attempt to control the hemorrhage. Bleed- 
ing continued in spite of all measures with 
fatal results. 

In the second patient the placenta was 
attached to the anterior abdominal wall 
below the umbilicus and the operator in- 
cised the placenta upon opening the abdo- 
men. All measures used were to no avail and 
the patient was promptly exsanguinated. 
Neither of these is judged a preventable 
death. 

“HEMORRHAGIC DIATHESIS"” 

Both these deaths occurred in 1950 be- 
fore fibrinogen was available and without 
doubt they are classic cases of afibrino- 
genemia complicating pre-eclampsia, and 
premature placental separation. 

EMBOLISM 

There were 14 fatalities due to embolism. 
In this group are presented the statistics 
of the “bland” emboli of phlebothrombosis, 
the amniotic fluid emboli, and a single 
case of air embolism. Septic clots have 
previously been considered under thrombo- 
phlebitis. Preventability is especially dif- 
ficult to judge in this group but there 
seemed to be several instances of definitely 
preventable factors. 

PHLEBOTHROMBOSIS WITH EMBOLISM 

Of the 9 cases in this group, 4 seemed 
to have preventable factors. All but 2 
developed thromboses and emboli subse- 
quent to surgical procedures. Most age 
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groups are represented and parity is ap- 
parently of little importance. 
AMNIOTIC FLUID EMBOLISM 

Amniotic fluid embolism occurred four 
times, giving an incidence of 0.34 per 
10,000 live births. All occurred during 
labor or immediately after delivery with- 
out warning. 

It is interesting to note that the 3 
spontaneous occurrences were in relatively 
older women of advanced parity, while 
the patient in whom the embolism seemed 
to be induced by the version was only 19 
years old and a primigravida. It appears 
that manipulation and tumultous labor 
should be viewed with the possibility of 
this occurrence in mind. 

AIR EMBOLISM 

Air embolism occurred once in this 
series. It was secondary to a difficult 
manual removal of the placenta under in- 
adequate anesthesia. 

LOWER NEPHRON NEPHROSIS 

Without doubt the frequent and liberal 
use of blood increases the hazard of this 
entity. In this series all patients but one 
had multiple transfusions with at least 
one reaction. Rh incompatibility was ob- 
vious in one instance on recheck, while, 
in the remainder, the cause of the incom- 
patibility was less apparent. 

The possibility of immunization to little 
known or undiscovered blood group fac- 
tors is increasingly probable due to the 
frequency of transfusions. Two patients 
had abruptio placentae and in one, this 
was apparently the sole cause of the lower 
nephron nephrosis. All patients died in 
the anuric phase in spite of accepted ther- 
apy. The artificial kidney was used in one 
instance. Undoubtedly routine Coombs’ 
tests in addition to the cross-match as ad- 
vocated by Kellner‘ are indicated. At 
least 6 of these 7 deaths must be classified 
as preventable. 

SICKLE CELL DISEASE 

The 8 deaths due to sickle cell disease 
all occurred in sickle-cell crisis. It has 
been estimated that 1 out of 5 obstetrical 
patients with sickle-cell disease dies dur- 
ing pregnancy.* The susceptibility of these 
patients to infection and thromboses, their 
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poor tolerance of blood loss, and our in- 
complete knowledge of the mechanism of 
sickle-cell crises has also been illustrated 
elsewhere.* 
SUDDEN DEATH 
Into this category of sudden death fall 
the 4 patients who died suddenly and in 
whom no definite diagnosis could be 
proved because permission for autopsy 
was denied. 
ANESTHESIA 
- Three deaths were due to general anes- 
thesia. One died of aspiration of vomitus 
during ethylene ether induction. Another 
died while receiving cyclopropane and the 
last suffered a ruptured esophagus from 
intubation under anesthesia. 
NEOPLASM 
Three deaths were due to neoplasm: 1 
lymphoma of the anterior mediastinum, 1 
acute monocytic leukemia and 1 theca cell 
tumor. 
MISCELLANEOUS 
The rest are all single cases. The one 
patient who died of cardiac failure had 
tetralogy of Fallot with pre-eclampsia. An- 
other congenital anomaly (renal hypopla- 
sia) caused death from renal insufficiency 
at thirty-eight weeks. One individual died 
of acute porphyrinuria. The cases of ar- 
senical poisoning and infectious hepatitis 
have been reported elsewhere.’ There were 
two accidents: a patient who suffered 
burns of 50 per cent of her body surface 
at six months, and another who had a 
subdural hematoma from a fall in the 
postpartal period. The diabetic patient 
in this group was severe and sensitive 
to insulin. The last patient had asthma 
and was asphyxiated by a mucus plug 
during a severe attack. 
COMMENT 
The maternal death rate at this insti- 
tution is showing a continuing reduction 
despite increasing admissions that tax the 
facilities of the obstetrical unit to their 
limit and in spite of the natural gravita- 
tion of much of this state’s obstetrical 
pathology to this hospital. Errors in judg- 
ment that are inherent in any teaching 
institution are present in this series, es- 
pecially in the deaths due to hemorrhage. 
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Many factors seem to play major roles in 
the declining maternal death rate. Most 
important is a well trained staff suffici- 
ently large to cope with the problems that 
arise. Patient education is also essential. 

In addition, the striking decline of 
deaths due to toxemia is undoubtedly the 
result of a greater knowledge of the path- 
ophysiology of this disease, allowing im- 
proved methods of antihypertensive ther- 
apy. Infection death rates have diminished 
due to effective chemotherapeutic and an- 
tibiotic agents in addition to pelvic vein 
ligation when indicated.'’: |! 

Ready availability of whole blood in- 
duced a reduction in the number of fatal 
hemorrhages. The advantage of liberal 
transfusions has, however, caused an in- 
crease in the frequency of lower nephron 
nephrosis which is most often due to 
transfusion reactions, apparently due, in 
turn, to blood group factors whose pres- 
ence is not obvious on routine cross- 
matching and Rh typing. Hence the in- 
stitution of the Coombs’ test routinely, as 
advocated by Kellner, in addition to cross- 
matching and Rh typing, is mandatory es- 
pecially in patients who have previously 
been transfused or in whom large and 
repeated administration of whole blood is 
being contemplated. In this manner only 
can incompatibilities due to little known 
or unknown blood group factors be made 
apparent.* 

That the incidence of fatal embolism 
(except septic emboli) is unchanged is 
obvious. The largest number of emboli 
occur secondary to phlebothrombosis, and 
a further reduction in the incidence of 
bland emboli is possible only by meticu- 
lous observation in the postoperative peri- 
od. Prophylactic anticoagulant therapy 
may be indicated in certain complicated 
obstetrical cases that require long periods 
of bed rest and apparently in those pa- 
tients in whom evisceration has occurred. 

Air embolism is preventable, and the 
possibility is always present during intra- 
uterine manipulations, but it must be ex- 
tremely infrequent. Fatal amniotic fluid 
embolism developed most frequently in pa- 
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tients of advanced obstetric age and pari- 
ty, especially those in whom tumultuous 
labor was present. The only exception was 
the youthful primigravida in whom intra- 
uterine manipulation allowed the fatal em- 
bolism to occur. 

Sickle-cell disease is a grave complica- 
tion of parturition, and experiences at this 
institution have been detailed elsewhere.* 
The remaining entities are a heterogene- 
ous group of accidents and diseases that 
occurred during the period of this study 
and caused a maternal death. Their lim- 
ited number permits no conclusions. That 
heart disease was relegated to this group 
merely reflects the low incidence of sig- 
nificant heart disease among the child- 
bearing population in this area. 

SUMMARY 

1. An eleven year survey of maternal 
mortality at Charity Hospital during 
which time there were 117,450 live births 
is presented. 

2. A marked and continuing reduction 
in the maternal death rate resulting in an 
incidence of 12.00 maternal deaths per 
10,000 live births is recorded. 

3. The lowest rate was recorded in 
1955 when there were 4.83 maternal 
deaths per 10,000 live births. There were 
12,416 live births during that vear. 
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4. Major factors allowing this decrease 
were: (a) an adequate, well trained staff, 
(b) more advanced knowledge of tox- 
emia of pregnancy, (c) effective chemo- 
therapeutic and antibiotic agents, and 
(d) ready availability of whole blood. 

5. Suggestions for decreasing the inci- 
dence of lower nephron nephrosis were 
presented. 

6. The incidence of deaths due to em- 
bolism (except septic emboli) was un- 
changed, and suggestions for its reduction 
are presented. 

7. A diverse miscellaneous group that 
is too small for analysis was presented in 
detail. 
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CONGENITAL “CLASPED THUMB?” * 
LYON K. LOOMIS, M.D. 


New Orleans 


Two cases resembling congenital “‘clasped 
thumb” were described by Miller,’ in 1944, 
under the name of “Pollex Varus.” One 
case was an eight weeks old infant and the 
other was a seventeen year old male or- 
derly. In 1952, White? referred to 8 
similar cases as “The Infant’s Persistent 
Thumb Clutched Hand;” 5 were children 
and 3 were adults. In 1955, Weckesser * 
described 5 cases of congenital “Clasped 


* This paper was read before the annual meet- 
ing of the Louisiana Orthopaedic Association at 
Point Clear, Alabama, on December 7, 1957. 


Thumb;” 3 cases were infants and the 
other 2 were children, two and nine years 
of age, respectively. 
ETIOLOGY 

Etiology of this condition is acknowl- 
edged to be congenital agenesis or absence 
of the extensor pollicis brevis, which re- 
sults in weak or absent active extension 
of the metacarpophalangeal joint. Also, 
the wrist assumes the attitude of ulnar 
deviation, for it should be remembered 
that the extensor pollicis brevis muscle is 
an important motor for radial deviation 
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of the wrist as well as for extension of 
the metacarpophalangeal joint (Fig. 1). 


Tendon Extensor Pollicis Brevis 





Figure 1. Defective metacarpophalangeal ex- 
tension is caused by agenesis or absence of the 
extensor pollicis brevis. 

CLINICAL FEATURES 

Clinical features include greatest inci- 
dence of discovery in infants. The con- 
dition is easily overlooked until the baby 
starts to grasp objects, since normally 
the infant seldom opens the thumb during 
the first three or four months of life.‘ 
Occasionally a patient may tolerate the 
condition until adult life. Rarely is the 
mother certain of the exact date when 
the thumb becomes affected, and the pre- 
senting complaint is usually, “The baby 
does not open the thumb.” Characteristic 
appearance of the deformity is: (1) flex- 
ion attitude of the thumb at the metacar- 
pophalangeal joint, (2) thumb is turned 
in the palm, (3) ulnar deviation of the 
wrist, (4) hypermobility of the metacar- 
pophalangeal joint (variable). We have 
seen 5 cases which fit the description of 
congenital “clasped thumb.” All were dis- 
covered in infants under six months of 
age (Fig. 2). In 3 cases, deformity was lim- 
ited to the thumbs; 2 of these were unilater- 
al and 1 was bilateral. In the other 2 cases, 
in addition to bilateral thumb deformities, 
there were concurrent congenital deformi- 
ties in the extremities, such as elbow or 
knee deformities, calcaneovalgus and tali- 
pes equinovarus. 

DIAGNOSIS 

Differential diagnosis includes poliomy- 

elitis, peripheral nerve injury, congenital 
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Figure 2. There is no active metacarpophalan- 
geal extension and the wrist assumes an attitude 
of ulnar deviation. 


contracture or dislocation of the metacar- 
pophalangeal joint, thumb of spastic pa- 
ralysis, arthrogryposis, and stenosing teno- 
synovitis of the flexor pollicis longus ten- 
don.® All of these conditions can be ex- 
cluded by careful examination. 


If diagnosis is made early in childhood, 
treatment by corrective casts is highly 
successful (Fig. 3). Cast immobilization 
is usually necessary for a period of three 
to seven months and casts are changed 
every few weeks to allow for growth of 
the extremity. If the condition is ne- 
glected until later years, correction by 
casts is unlikely, and tendon transplanta- 
tion or metacarpophalangeal arthrodesis 





" eG 
Figure 3. When early diagnosis is made, cor- 
rective casts are usually successful. 


is usually indicated. The tendon of the 
extensor digitorum communis is_ trans- 
ferred into the base of the proximal pha- 
lanx of the thumb on its dorsum. This 
tendon is less specialized than the extensor 
indicis proprius, and extensor power of 
the index finger is not significantly al- 
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tered by its use. Metacarpophalangeal ar- 
throdesis is the method of choice in adults 
with long standing deformity. 

REFERENCES 


1. Miller, James W.: Pollex varus. A report of two 
eases. University Hospital Bulletin 10:10, 1944. 
2. White, J. Warren: The infant's persistent thumb 


TECHNIQUE OF RADICAL LARYNGECTOMY—Tabb 25 
clutched hand, J. Bone & Joint Surg., 34-A: 680, 1952. 
3. Weckesser, Elden C.: Congenital flexion-adduction 
Bone & Joint Surg., 37-A: 977, 1955. 
deformity of the thumb (congenital “clasped thumb”), J. 
4. Gesell, Arnold: Infant and child in the culture of 
today, Harper & Bros. Pub., 101, 1945. 
5. Loomis, Lyon K.: Flexion deformity of the infant 
thumb, So. Med. Jour., 50:1259, Oct. 1957. 





THE TECHNIQUE OF RADICAL LARYNGECTOMY 
IN CARCINOMA OF THE LARYNX * + 
HAROLD G. TABB, M.D. 


New Orleans 


Although this contribution is concerned 
only with the technique of total laryngec- 
tomy for carcinoma of the larynx, a few 
words must be said in explanation and 
justification of a policy which requires 
radical enucleative surgery of this kind. 
Both explanation and justification are 
simple. Carcinoma of the larynx is a le- 
thal disease if its course is not inter- 
rupted. Unless the disease is seen in its 
early stages, only radical extirpation of 
the growth offers the patient any chance 
of survival. Furthermore, it must always 
be assumed that the tumor has extended 
histologically beyond the boundaries evi- 
dent grossly, and apparently normal tissue 
must therefore be removed along with the 
tissue that is obviously diseased. 

For these reasons, it has been our poli- 
cy since 1950 to employ radical enuclea- 
tive surgery in the primary treatment of 
patients with cancer of the larynx who 
are admitted to the Ear, Nose and Throat 
Service of the Tulane University School of 
Medicine at Charity Hospital of Louisiana 
at New Orleans. Any other policy would 
be self-defeating, for the majority of our 
patients, many of whom are Negroes, are 
seen only when the disease is far ad- 
vanced. 

Total laryngectomy is considered to be 
indicated when the growth has extended 
beyond one vocal cord, whether the ex- 





* Presented at the Seventy-seventh Annual Meet- 
ing of the Louisiana State Medical Society, May 7, 
1957, New Orleans. 

+ From the Department of Otolaryngology of the 
Tulane University of Louisiana School of Medicine. 


tension is above or below the cord or 
across the midline or is of the infiltrative 
variety, in which the cord is fixed. Le- 
sions extending beyond the larynx into the 
pharynx, piriform sinus or _ postcricoid 
area are treated by laryngectomy com- 
bined with en bloc neck dissection. 

All our emphasis is upon surgery as 
the primary treatment of carcinoma in- 
volving the larynx. We utilize irradiation 
only in cases in which the patient refuses 
surgery or in which his disease is so 
extensive or his general condition so poor 
that the mere act of operation would be 
likely to be fatal. 

The technique which we employ com- 
prises removal of the larynx and the 
hyoid bone with the adjacent ribbon mus- 
cles en masse (Fig. 1). It may include 
excision of the base of the tongue, por- 
tions of the pharynx and esophagus, and 
the adjacent lobe of the thyroid if this 
seems necessary to encompass the disease. 
This technique is, in short, the wide-field 
type of laryngectomy, in contrast to the 
subperichondral or narrow-field excision. 

Since 1950, we have performed surgery 
of this type on more than 80 patients with 
carcinoma of the larynx. There were no 
surgical deaths, as might be expected, in 
view of improved surgical methods, com- 
petent anesthesia, and control of infection 
by the antibiotics now available. Our 
morbidity has also been gratifyingly low. 
Eight of the 20 patients operated on five 
years ago or longer are known to be 
living and well at this time, and our ob- 
servations suggest that with the contin- 
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Resected larynx containing extensive 


Figure 1. 
malignant tumor involving the epiglottis. The 
hyoid bone, which is resected en masse with the 
larynx, is not shown in this view. 


ued use of the radical procedure, we are 
likely to show a decided increase in the 
rate of survival as time passes. Schall’s ' 
1953 report on 165 cases of carcinoma of 
the larynx in which radical surgery was 
performed between 1931 and 1948 showed 
97 patients living and well for five years 
or longer and 3 deaths from other causes 
after the five-year period had passed. 
This is a remarkably hopeful record, es- 
pecially in view of the fact that with 
proper voice training, 98 per cent of the 
surviving patients were completely re- 
habilitated. 

To persuade the patient that he will be 
able to talk again is, in fact, the most 
important feature of our own preoperative 
regimen. A few days before the operation, 
he is introduced to a laryngectomized per- 
son who has mastered esophageal speech. 
He is thus made aware of the hopeful out- 
look on his own postoperative status and 
he becomes convinced that he too can 
learn to talk again. Practice in belching 
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before the operation permits him to per- 
form this act more promptly after surgery 
and thus expedites his training in esopha- 
geal speech. 

TECHNIQUE 

Laryngectomy is preferably performed 
under nitrous oxide anesthesia combined 
with sodium pentothal (thiopental sodi- 
um), after preliminary cocainization of 
the pharynx and larynx. The intratra- 
cheal technique is used. In cases in which 
growths are fungating and so large that 
they partially occlude the airway, the an- 
esthesia tube is inserted directly into the 
trachea after a preliminary tracheotomy. 
The same technique is used in patients 
previously subjected to tracheotomy; the 
first step of the operation is to insert the 
tube through the existing incision. 

The approach to the lesion is through 
a vertical midline incision through the 
skin and subcutaneous tissue. The incision 
is begun 2 cm. above the hyoid bone and 
extends downward over the eminence of 
the thyroid cartilage to the suprasternal 
notch, from which a ring of skin and sub- 
cutaneous tissue is removed, for later 
placement of the tracheal stoma. This 
incision provides adequate exposure for 
removal of the larynx, hyoid bone, the 
upper portion of the trachea, and such 
adjacent structures as may require re- 
moval. It is easily modified to encircle a 
previous tracheotomy incision. 

The skin flaps are reflected laterally in 
the fascial plane just over the sternohyoid 
and omohyoid muscles, thus exposing the 
anterior surface of the larynx and hyoid 
bone with their attached muscles. The 
sternohyoid and omohyoid muscles, which 
lie most superficially, are transected at 
their insertion into the hyoid bone and 
are then reflected. If they are grossly 
free of disease, they are preserved to 
facilitate closure of the wound. They can, 
however, be sacrificed with impunity. 

Mobilization of the larynx and hyoid 
bone begins with separation of the supra- 
hyoid muscles and tendons from the hyoid 
bone; this technique permits the en masse 
removal of these structures and also per- 
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mits a wider margin of excision around 
the epiglottis. 

The sternothyroid and thyrohyoid mus- 
cles, which cover the anterior surface of 
the larynx, are allowed to remain in situ 
and are removed with the larynx and 
hyoid bone. The sternothyroid muscle is 
sectioned on each side close to its origin, 
to expose the lobes of the thyroid. 

The thyroid gland is divided in the 
midline between hemostats, and hemostasis 
is secured by a running suture on each 
wound edge. The superior portion of each 
lobe is reflected from the cricoid cartilage 
and the inferior surface of the larynx. 
If this line of dissection seems to run too 
close to the diseased portion of the larynx, 
the adjacent lobe of the thyroid is resected 
with the larynx and other structures, or, 
if necessary, both lobes are removed. 

The inferior constrictor muscle is cut 
bilaterally by sharp dissection as it crosses 
the lateral border of the thyroid cartilage. 
This incision is carried up to include the 
superior cornu of the larynx. 

The superior laryngeal vessels, which 
run between the cornu of the larynx and 
the hyoid bone and pierce the thyrohyoid 
membrane, are clamped, cut and ligated. 
With this step, the larynx and hyoid bone 
are now completely mobilized except for 
the attachments to the trachea below, 
the base of the tongue above, and the 
upper esophagus and pharynx underneath. 

At this stage of the procedure the tra- 
chea is opened and the anesthesia tube 
placed at the beginning of the operation 
is removed and is reposited in the trachea. 
It must fit snugly within the trachea, to 
provide water-tight closure for the ad- 
ministration of the anesthetic during the 
removal of the larynx. It is anchored to 
the lower edge of the tracheal incision by 
a safety pin or suture. 

The trachea is ordinarily opened be- 
tween the second and third rings, but it 
can be sectioned at any level between the 
first and fourth rings. The incision is 
slanted upward and posteriorly. A lip 
of mucosa is removed from the posterior 
tracheal wall if there is a margin of nor- 
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mal tissue measuring at least 2 cm. be- 
tween the cut edge of the trachea and the 
boundary of the tumor. Otherwise, this 
step is omitted. 

The larynx is opened above the hyoid 
bone, on the side opposite to the lesion 
and lateral to the epiglottis. With-~ the 
attached hyoid bone it is separated from 
the base of the tongue, the trachea, and 
the upper esophagus and pharynx (Fig. 
2). The incision employed provides full 
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Figure 2. Surgical field just before section of 
pharynx and larynx and en masse removal of 
larynx and hyoid bone. 


visualization of the laryngeal tumor dur- 
ing its removal and also permits removal 
of a wide margin of normal tissue along 
with the resected structures; as a rule, 
at least 1.5 cm. of normal tissue is left 
between the margin of the tumor and the 
line of excision. As much of the pharynx 
and esophagus as is necessary is re- 
moved to suit the exigencies of the indi- 
vidual case. 

Careful hemostasis is accomplished af- 
ter the larynx and attached structures are 
removed. Then a feeding tube (Levin 
type) is inserted before closure of the 
pharynx is begun. The base of the tongue 
and the anterior pharyngeal mucosa are 
united by a transverse line of sutures. 
This technique helps to prevent stricture 
and aids in the development of esophageal 
speech since it preserves a good upper 
esophagus and pharyngeal pouch. 

The pharyngeal closure is re-enforced 
with an overlap from the sternohyoid and 
omohyoid muscles, all dead space thus be- 
ing obliterated. The skin and subcutane- 
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ous tissues are approximated with vertical 
mattress sutures. Prevention of infection 
by antibiotics has made it possible to elim- 
‘inate all drainage, in the usual case, ex- 
cept a small nylon drain in the wound. 

The tracheal stoma is sutured to the 
skin of the suprasternal notch by ac- 
curately placed sutures of +0000 silk. 
Retention sutures in the trachea are not 
regarded as necessary. After a large 
_ tracheal tube has been inserted, a fairly 
large pressure dressing is applied. 

POSTOPERATIVE MANAGEMENT 

The postoperative routine follows the 
principles of management of any major 
procedure on the neck. Hospitalization is 
seldom necessary beyond a week. At this 
time the sutures are removed, as is the 
feeding tube, and the patient is dis- 
charged. He takes soft diet for a week, 
then resumes his usual full diet. The 
tracheal tube is worn from one to two 
months. 

Three weeks after operation the patient 
is referred to the speech clinic at the 
Tulane University School of Medicine, to 
learn esophageal speech. Competent speech 
therapists can teach a cooperative patient 
to talk by this route within four to six 
weeks. 

At the end of three or four weeks the 
patient has fully regained his health and 
strength (Fig. 3). At the end of four to 
six weeks he is completely rehabilitated. 
He can therefore return to his usual oc- 
cupations with the assurance that the 
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Figure 3. B. Postoperative view. This picture 
was taken four weeks after operation. The tra- 
cheal tube had already been discarded. 


radical surgery which he has undergone 
will not interfere with his normal way of 
life and has given him every possible 
chance of being cured of his malignant 
tumor. 

SUMMARY 

Carcinoma of the larynx is a lethal dis- 
ease. It is frequently observed in such an 
advanced stage that only radical extirpa- 
tive surgery offers the patient any pros- 
pect of survival. This policy has been 
followed on the Tulane University School 
of Medicine service in Charity Hospital of 
Louisiana at New Orleans for the last 
seven years. 

The technique employed is described. It 
has been used in more than 80 cases, with 
no surgical deaths and with gratifyingly 
low morbidity. Esophageal speech is read- 
ily taught after operation, and the patient 
returns to his former occupation in four 
to six weeks. 
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DANGERS OF THE FORAND 
“AFL-CIO” BILL HR 9467 

The issue and dangers of State Social- 
ism as introduced by compulsory sickness 
insurance and medical care plans are 
again before the people of this nation. 
An amendment to the Social Security 
Act has been introduced by Representa- 
tive Aime Forand of Rhode Island. Under 
this bill it is proposed that all persons 
over 65, who are eligible to receive So- 
cial Security benefits (whether or not 
they are receiving them) will be eligible 
for sixty days of hospitalization in any 
twelve-month period. 
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This in actuality is a socialized medicine 
proposal and is essentially the same as 
those of 1941-1951, and a succession of 
bills spoken of as the Wagner-Murray- 
Dingell bills which called for ‘National 
Compulsory Health Insurance.” The dif- 
ference is that the present proposal ap- 
plies to a smaller segment of the popula- 
tion at this time. The beneficiaries would 
be the approximately twelve to thirteen 
million persons on the Social Security 
rolls eligible to receive Old Age and Sur- 
vivors benefits. If enacted, the age limits 
would be progressively extended by antici- 
pated legislation, such that within a few 
years the entire “National Compulsory 
Health Insurance” scheme would rapidly 
come into operation. 

The American Medical Association has 
repeatedly opposed compulsory health in- 
surance and is unequivocally opposed to 
this new version. Opposition to this pre- 
cipitate and revolutionary proposal is~ 
great. Along with the AMA are the 
American Farm Bureau Federation, the 
National Retailers Federation, the U. S. 
Chamber of Commerce, life and health 
insurance industries, the National Asso- 
ciation of Manufacturers, and various 
other organizations who are interested in 
arresting the march of socialism. The 
American Hospital Association, on Decem- 
ber 1, announced that “it believes that the 
Forand Bill (HR 9467) is not a suitable 
solution to the problem of financing the 
hospital needs of the aged.” In summariz- 
ing its objections to the Forand Bill, the 
statement of the AHA continued: 

1. “Eligibility of aged beneficiaries is 
based on attainment of prescribed ages 
without regard to their employment status 
and thus invites a progressive reduction 
of these age levels with the ultimate pos- 
sibility of a total program of government 
financed hospital care.” 

2. “The bill makes possible the pro- 
vision of care for other than health rea- 
sons.” 


3. “The bill provides inadequate safe- 
guards against governmental interference 
with the actual operation of hospitals. 
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Such interference would most likely ham- 
per evolution of patterns of hospital serv- 
_ ice to the detriment of patient care.” 

The Association also said that it be- 

lieves “that every realistic effort should 
first be made to meet these needs prompt- 
ly through other mechanisms utilizing ex- 
isting systems of voluntary prepayment.” 
If this approach does not appear work- 
able within the immediate future, “the 
- use of social security to provide the mech- 
anism to assist in the solution of the 
problems of financing hospital needs of 
the retired aged may be necessary ulti- 
mately.” 
Besides the objection that this bill 
creeping socialism, other arguments 
against this plan exist which should pre- 
vent its adoption. The number of persons 
over 65 is actually about 9 per cent of 
the total population. Of these, it is esti- 
mated that one-third are medically indi- 
gent and should be eligible for assistance 
on a local basis. This permits a more 
effective determination of the proper dis- 
tribution of such assistance. At present, 
the medical profession and the hospitals 
are providing adequate service. 


1S 


The coverage provided by voluntary pre- 
payment sickness insurance is spreading 
year by year. There has been 155 per 
cent increase in ten years, and 66.3 mil- 
lion are now covered by these policies. 
Forty per cent of the people who entered 
hospitals last year had insurance com- 
pany policies to help pay the cost. It 
would seem to be most undesirable to 
discourage people from providing for their 
own future care. It is obvious that the 
voluntary approach to the problem of 
medical care is working and is responsible 
for the achievements in the field of health. 
In due time it will be adequate to solve 
the problem of hospitalization for the 
aged. The voluntary approach should not 
be abandoned now. 


It is recognized that labor unions exert 
pressure for the government to take over 
with a National Health Insurance scheme. 
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As recently as September 26, Walter 
Reuther stated: “I think it can be said 
fairly that while medical societies may 
have entered prepayment reluctantly in 
order to avert government medicine, labor 
entered voluntary health insurance reluc- 
tantly because a government program was 
not available.” The implications of this 
statement of a union leader should be 
considered along with the statement of 
President David B. Allman of the AMA: 
Labor union demands “are so great as to 
make voluntary health insurance econom- 
ically unsound. Thus, voluntary insurance 
would be made to appear undesirable or 
unequal to the task, and the idea of com- 
plete government control of all health in- 
surance would thereby be fostered.” 

It should be obvious that if this legis- 
lation represented in the Forand bill is 
enacted the general principle that the fed- 
eral government has the right to control 
that which it subsidizes will be main- 
tained with legislative and judicial action 
produced under labor pressure. In such a 
situation hospitals that participate in any 
part of this subsidy will lose their autono- 
my and their effectiveness as community 
instruments. They will become a part of 
a Massive bureaucracy and evolve as ¢ca- 
thedrals of perfunctory medical care. 

The proposal to make the Forand Bill 
palatable to certain groups in the health 
field, such as the AHA and the Blue Cross, 
which provide the administration of the 
benefits through the nonprofit organiza- 
tion, such as the Blue Cross, is in no sense 
a protection against bureaucratic domi- 
nance. If such a scheme were in opera- 
tion its direction would be swept by fur- 
ther legislative action into the bureau- 
cratic control. 

Successive efforts to enact the legisla- 
tion supporting state medicine by incre- 
ments have been opposed by organized 
medicine consistently. The Forand Bill is 
another effort to establish state medicine. 
It should be opposed by every physician 
and every citizen who abhors creeping 
socialism. 
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ORGANIZATION SECTION 
The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 
An informed profession should be a wise one. 


REPORT ON ACTIONS OF THE HOUSE OF 
DELEGATES 


AMERICAN MEDICAL ASSOCIATION 
ELEVENTH CLINICAL MEETING 
Dec. 3-6, 1957 — Philadelphia 


This report covers only a few of the many im- 
portant subjects dealt with by the House and is 
not intended as a detailed report on all actions 
taken. 

Fluoridation of public water supplies, free 
choice of physician, the Heller Report on organi- 
zation of the American Medical Association, the 
Forand Bill providing hospital and surgical bene- 
fits for Social Security beneficiaries, guides for 
occupational health programs covering hospital 
employees, distribution of Asian influenza vac- 
cine and guides for the medical rating of physical 
impairment were among the variety of subjects 
acted upon by the House of Delegates at the 
American Medical Association’s Eleventh Clinical 
Meeting held Dec. 3-6 in Philadelphia. 

Dr. Cecil W. Clark of Cameron, Louisiana, was 
named 1957 General Practitioner of the Year 
after his selection by a special committee of the 
Board of Trustees for outstanding community 
service. Dr. Clark, 33-year-old country doctor 
who was a medical hero during Hurricane Audrey 
last June, was present at the meeting to receive 
the gold medal which goes with the annual award. 

Speaking at the opening session on Tuesday, 
Dr. David B. Allman of Atlantic City, A.M.A. 
President, called for “more freedom, not less, in 
America and in the medical profession.” Dr. 
Allman urged delegates to embark on local action 
campaigns to enlist full community support in 
opposition to the Forand Bill, a pending Con- 
gressional proposal which would provide hospital 
and surgical benefits for persons who are re- 
ceiving or are eligible for Social Security retire- 
ment and survivorship payments. The Forand Bill, 
he said, is ‘‘cut from the same cloth’”’ as national 
compulsory health insurance and ‘‘emanates from 
the same minds.” 

Total registration at the end of the third day 
of the meeting, with half a day still to go, had 
reached 5,375, including 2,562 physician members. 

Fluoridation of Water 

In settling the most controversial issue at the 
Philadelphia meeting, the House of Delegates ap- 
proved a joint report of the Council on Drugs and 
the Council on Foods and Nutrition which en- 
dorsed the fluoridation of public water supplies 
as a safe and practical method of reducing the 


incidence of dental caries during childhood.. The 
27-page report on the study which was directed 
by the House at the Seattle Clinical Meeting one 
year ago contained these conclusions: 

“1. Fluoridation of public water supplies so as 
to provide the approximate equivalent of 1 ppm 
of fluorine in drinking water has been established 
as a method for reducing dental caries in children 
up to 10 years of age. In localities with warm 
climates, or where for other reasons the ingestion 
of water or other sources of considerable fluorine 
content is high, a lower concentration of fluoride 
is advisable. On the basis of the available evi- 
dence, it appears that this method decreases the 
incidence of caries during childhood. The evi- 
dence from Colorado Springs indicates as well a 
reduction in the rate of dental caries up to at 
least 44 years of age. 

“2. No evidence has been found since the 1951 
statement by the Councils to prove that continu-- 
ous ingestion of water containing the equivalent 
of approximately 1 ppm of fluorine for long 
periods by large segments of the population is 
harmful to the general health. Mottling of the 
tooth enamel (dental fluorosis) associated with 
this level of fluoridation is minimal. The impor- 
tance of this mottling is outweighed by the caries- 
inhibiting effect of the fluoride. 

“3. Fluoridation of public water supplies should 
be regarded as a prophylactic measure for reduc- 
ing tooth decay at the community level and is 
applicable where the water supply contains less 
than the equivalent of 1 ppm of fluorine.” 

Free Choice of Physician 

Acting on the issue of free choice in relation 
te contract practice, the House passed a resolu- 
tion which reaffirmed approval of previous inter- 
pretations of the Principles of Medical Ethics by 
the Association’s Judicial Council and directed 
that they be called to the attention of all con- 
stituent associations and component societies. One 
Council opinion, issued in 1927 and reaffirmed in 
Philadelphia, stated that the contract practice of 
medicine would be determined to be unethical if 
“a reasonable degree of free choice of physician 
is denied those cared for in a community where 
other competent physicians are readily available.’’ 
The resolution also cited a Council opinion, pub- 
lished in the October 19, 1957, issue of The 
Journal of the A.M.A., which stated that the 
basic ethical concepts in both the 1955 and 1957 
editions of the Principles of Medical Ethics are 
identical in spite of changes in format and word- 
ing. This opinion added that “‘no opinion or re- 
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port of the Council interpreting these basic prin- 
ciples which were in effect at the time of the re- 
vision has been rescinded by the adoption of the 
‘1957 principles.” 

The 1927 Council report also pointed out that 
“there are many conditions under which contract 
practice is not only legitimate and ethical, but in 
fact the only way in which competent medical 
service can be provided.” Judgement of whether 
or not a contract is ethical, the report said, must 
be based on the form and terms of the contract 
as well as the circumstances under which it is 
-made. 

In another action related to the issue of free 
choice, the House adopted a resolution condemn- 
ing the current attitude and method of operation 
of the United Mine Workers of America Welfare 
and Retirement Fund “as tending to lower the 
quality and availability of medical and hospital 
care to its beneficiaries.” The resolution also 
‘called for a broad educational program to inform 
the general public, including the beneficiaries of 
the Fund, concerning the benefits to be derived 
from preservation of the American right to free- 
dom of choice of physicians and hospitals as well 
as observance of the “Guides to Relationships 
Between State and County Medical Societies and 
the UMWA Welfare and Retirement Fund” which 
were adopted by the House last June. 


The Heller Report 

Acting on the report of the Committee to Study 
the Heller Report on Organization of the Ameri- 
can Medical Association, the House reached the 
following decisions on ten specific recommenda- 
tions: 

1. The office of Vice-President will be contin- 
ued as an elective office. 

2. The offices of Secretary and Treasurer will 
be combined into one office to be known as Secre- 
tary-Treasurer, and that officer will be selected 
by the Board of Trustees from one of its number. 

3. The duties of the Secretary-Treasurer will 
be separated from those of the Executive Vice- 
President. 

4. The office of General Manager will be dis- 
continued, and the new office of Executive Vice- 
President will be established. The latter, appoint- 
ed by the Board of Trustees, will be the chief staff 
executive of the Association. 

5. The Council on Medical Education and Hos- 
pitals and the Council on Medical Service will 
continue as standing committees of the House of 
Delegates, but their administrative direction will 
be vested in the Executive Vice-President. 

6. The voting members of the Board of Trus- 
tees will be limited to eleven—the nine elected 
Trustees, the President and the President-Elect. 
The Vice-President and the Speaker and Vice- 
Speaker of the House of Delegates will attend all 
Board meetings, including executive sessions, with 
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the right of discussion but without the right to 
vote. 

7. The House disapproved of the proposal to 
elect the Trustees from each of nine physician- 
population regions. 

8. The office of Assistant Secretary will be 
discontinued, and a new office of Assistant Exec- 
utive Vice-President will be established. 

9. The Committee on Federal Medical Services 
will be retained as a committee of the Council on 
Medical Service and will not become a part of 
the Council on National Defense. 

10. The Speaker of the House will appoint a 
joint and continuing committee of six members, 
three from the Board of Trustees and three from 
the House, to redefine the central concept of 
A.M.A. objectives and basic programs, consider 
the placing of greater emphasis on scientific 
activities, take the lead in creating more co- 
hesion among national medical societies and study 
socio-economic problems. 

The accepted recommendations were referred 


to the Council on Constitution and By-laws with. 


a request to draft appropriate amendments for 
consideration by the House at the 1958 annual 
meeting in San Francisco. 


The Forand Bill 

The House condemned the Forand Bill as un- 
desirable legislation, approved the firm position 
taken in opposition to it and expressed satisfac- 
tion that the Board of Trustees has appointed a 
special task force which is taking action to de- 
feat the bill. In a related action, giving strong 
approval to Dr. Allman’s address at the opening 
session, the House adopted a statement which said: 

“It is particularly timely that our President has 
so forcefully sounded the clarion cail to the entire 
profession for emergency action. With complete 
unity, definition and singleness of purpose, clos- 
ing of ranks with all age groups and elements of 
our organization we must at this time stand and 
be counted. Thus we can exert the physician’s in- 
fluence in every possible direction against inva- 
sion of our basic American liberties in the form 
of proposed legislation alleged to compulsorily 
insure one segment of the population against 
health hazards at the expense of all.’ 

Health Programs for Hospital Employees 

A set of “Guiding Principles for an Occupa- 
tional Health Program in a Hospital Employee 
Group” was approved by the House. The guides 
were developed by a joint committee of the Ameri- 
can Medical Association and the American Hospi- 
tal Association and already had been formally 
approved by the A.H.A. They include these state- 
ments: 

“Employees in hospitals are entitled to the same 
benefits in health maintenance and protection as 
are industrial employees. Therefore, programs of 
health services in hospitals should use the tech- 
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niques of preventive medicine which have been 
found by experience in industry to approach con- 
structively the health requirements of employees. 
“It is essential that employee health programs 
in hospitals, as in industry, be established as sep- 
arate functions with independent facilities and 
personnel. The fact that hospitals are engaged in 
the care of the sick as their primary function does 
not alter the necessary organizational plan for an 
effective occupational health program.” 


Asian Influenza Vaccine 

The House considered three resolutions dealing 
with the Asian influenza immunization program 
and then adopted a substitute resolution calling 
attention to “certain inadequacies and confusions 
in the distribution of vaccines” and directed the 
Board of Trustees to seek conferences through 
existing committees “with a view to establishing 
a code of practices regulating the future distribu- 
tion of important therapeutic products, so that 
the best interest of all the people may be served.” 
The resolution pointed out that the American 
Medical Association already has a joint committee 
with the American Pharmaceutical Association 
and the National Association of Retail Druggists, 
in addition to a liaison committee with the Drug 
Manufacturers Association. 


Medical Rating of Physical Impairment 
The House accepted a 115-page “Guide to the 
Evaluation of Permanent Impairment of the Ex- 
tremities and Back’’ which was developed by the 
Committee on Medical Rating of Physical Impair- 
ment as the first in a projected series of guides. 
The delegates commended the committee for doing 
“a superb job on this difficult subject’? and ex- 
pressed pleasure that the guides will be published 
in The Journal of the A.M.A. The guides are 
expected to be of particular help to physicians in 
determining impairment under the new disability 

benefits program of the Social Security Act. 


Miscellaneous Actions 

Among a wide variety of other actions, the 
House also: 

Directed that a new committee be established 
in the Council on Industrial Health to study 
neurological disorders in industry; 

Noted with approval the establishment of the 
American Medical Research Foundation, which 
will initiate and encourage necessary medical 
research and correlate and disseminate the re- 
sults of studies already under way; 

Decided that informational materials which are 
sent to A.M.A. delegates should also be sent to 
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all alternate delegates; 

Affirmed that it is within the limits of ethical 
propriety for physicians to join together as part- 
nerships, associations or other lawful groups pro- 
vided that the ownership and management of the 
affairs thereof remain in the hands of licensed 
physicians; 

Instructed that the appropriate committee or 
council should engage in conferences with third 
parties to develop general principles and policies 
which may be applied to the relationship between 
third parties and members of the medical profes- 
sion; 

Urged state medical society committees on 
aging and insurance to make continuing studies of 
pre-retirement financing of health insurance for 
retired persons; 

Endorsed a suggestion that the Committee on 
Federal Medical Services sponsor a national con- 
ference on veterans’ medical care during 1958: 

Asked the Board of Trustees to study the 
feasibility of having the Association finance a 
thorough investigation of the Social Security sys- 
tem by a qualified private agency; 

Suggested that physicians and their friends 
make a vigorous effort to obtain Congressional 
enactment of the Jenkins-Keogh Bill: 

Approved the “Suggested Guides to Relation- 
ships Between Medical Societies and Voluntary 
Health Agencies’’; 

Strongly recommended that a completely ade- 
quate and competent medical department be es- 
tablished in the Civil Aeronautics Administration 
directly responsible to the CAA Administrator, 
and 

Congratulated the General Electric Company 
for its medical television presentations on the 
subject of quackery. 

Opening Session 

At the Tuesday opening session Rear Admiral 
B. W. Hogan, Surgeon General of the U. S. Navy, 
presented the Navy Meritorious Public Service 
Citation to Dr. Dwight H. Murray of Napa, Calif., 
immediate past president of the Association. Con- 
tributions to the American Medical Education 
Foundation, for financial aid to the nation’s medi- 
cal schools, were presented by four state medical 
societies: California, $143,043.25; Utah $10,390; 
New Jersey, $10,000, and Arizona, $8,040. The 
Interstate Post Graduate Medical Association of 
North America gave $1,000, and the Illinois State 
Medical Society announced that it was adding 
$10,000 to the $170,450 presented at the New 
York meeting last June. 
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MEDICAL NEWS SECTION 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
Caleasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Morehouse Third Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays of 

every month Indepencence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


SEMINAR ON RHEUMATIC DISEASES 

Under the auspices of the Louisiana Chapter of 
the Arthritis and Rheumatism Foundation, Mem- 
bers of the faculty of Louisiana State University 
School of Medicine and Tulane University School 
of Medicine will present a one-day seminar on 
diagnosis and treatment of the rheumatic dis- 
eases. There will be no registration fee. 

The seminar will be held in Hutchinson Audi- 
torium, 1430 Tulane Avenue, on Saturday, Feb- 
ruary 1, 1958, beginning at 9:00 A.M. Dr. Russell 
L. Cecil, Medical Director of the National Arthri- 
tis and Rheumatism Foundation, will be guest 
speaker. Participants in the course will be Drs. 
W. R. Akenhead, Irvin Cahen, M. R. Jeffrey, Mari- 
del Saunders, W. H. Schindel, T. E. Weiss and 
Guy T. Williams. The medical public will be wel- 
come. 





AMERICAN PHYSICIANS’ ART 
ASSOCIATION 

The American Physicians’ Art Association was 
organized in 1936 at San Francisco during the 
annual meeting of the American Medical Associa- 
tion in that city. The first exhibit was held that 
year, and consisted of the art works of a number 
of San Francisco physicians. Annual art exhibits 
are held at the meeting of the American Medical 
Association, and the organization has steadily 
grown to a membership of over 450 physicians. 

Physicians with hobby interests in painting, 
photography, sculpture, or wood carving are en- 
couraged to participate in the activities of the 
American Physicians’ Art Association. If you de- 
sire further information about this group, please 
communicate with Dr. C. Grenes Cole, Secretary- 
Treasurer, Louisiana State Medical Society. We 
hope to hold local exhibits, one of the first of 
which will be at the annual meeting of the Louisi- 
ana State Medical Society, which precedes the ex- 
hibit at the annual meeting of the American Medi- 





cal Association by about one month. Art pieces 
submitted at the local exhibit may also be mailed 
to the exhibit at the annual meeting of the Ameri- 
can Medical Association. Regular membership 
dues include the fees for hanging two art pieces 
at the national exhibit. 





SOUTHERN MEDICAL ASSOCIATION 

The largest meeting in 51 years of the history 
of the Southern Medical Association was held in 
Miami Beach, November 11-14. 

The unofficial registration total was 5,761 of 
which 3,133 were physicians. 

At the conclusion of the meeting Dr. W. Kelly 
West of Oklahoma City, Oklahoma, was installed 
as President succeeding Dr. J. P. Culpepper, Jr., 
Hattiesburg, Mississippi. Other officers elected at 
this meeting were: 

President-Elect, Dr. Milford O. Rouse, Dallas, 
Texas 

First Vice-President, Dr. Edwin H. Lawson, New 
Orleans, La. 

Second Vice-President, Dr. Donald F. Marion, 
Miami, Florida 

Elections by the Council included Council Chair- 
man, Dr. Fount Richardson, Fayettville, Arkansas; 
Council Vice-Chairman, Dr. Harry Lee Claud, 
Washington, D. C.; Member of Board of Trustees, 
Dr. J. P. Culpepper, Jr., Hattiesburg, Mississippi. 

Recipient of the Association’s Research Medal 
was Dr. Joseph M. Hill of Dallas, Texas. Dr. Hill 
is the sixteenth winner of this outstanding award 
for scientific research which was established in 
1912. 

Dr. Kenneth M. Lynch, President and Dean of 
the Faculty of the Medical College of South Caro- 
lina, received the Association’s Distinguished Ser- 
vice Award. 

The future schedule of meetings is as follows: 

1958—New Orleans, Louisiana, November 3-6 
1959—Atlanta, Georgia, November 9-12 
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1960—Baltimore, Maryland, November 14-17 
1961—Dallas, Texas, November 13-16 
1962—Miami Beach, Florida 


PREVIEW OF THE 1958 MLA MEETING 

The Fifty-seventh annual meeting of the Medi- 
cal Library Association will be held in Rochester, 
Minnesota from June 2 through June 6, 1958, with 
headquarters at the Hotel Kahler. The theme of 
the Rochester meeting will be ‘‘Advances in Medi- 
cal Library Practice’. Mr. Thomas E. Keys, Li- 
brarian of the Mayo Clinic, is Convention Chair- 
man and letters of inquiry should be addressed to 
him. 

A pre-convention activity is being planned for 
Saturday, May 31. A series of refresher courses 
embracing many fields of medical library work 
will be given. Classes will be made up from the 
following subjects: Administration, Acquisitions, 
Classification, Cataloging, Non- book materials, 
Photoduplication, Public Relations, Reference 
Work, Rare Books, History of Medicine, Biblio- 
graphic Services, Periodicals, Binding, Library 
Architecture, Equipment, and Medical Termi- 
nology. 

It will be possible for each participant to take 
four courses during the day, two in the morning 
and two in the afternoon. Each session will be 
1% hours in length, the hour for a prepared lec- 
ture and a half hour for a discussion period. 

Among the highlights of the regular program 
will be a panel discussion on what the medical 
specialists expect from the Medical Library. 
Speakers will be from the Mayo Clinic Staff. A 
one day trip is being planned to Minneapolis and 
St. Paul with visits to the University of Minne- 
sota, The James J. Hill Reference Library and the 
Ramsey County Medical Library. 

After a day in the Twin Cities the remainder of 
the program will be held in Rochester. There will 
be a Symposium on The Medical Center Library, 
and a session on American Medical History and 
Medical Librarianship. 

Arrangements are being made for pre and post 
convention tours for those who may wish to ex- 
plore some of the natural beauty of Minnesota. 
All medical librarians are cordially invited to 
attend. 


MEDICAL RESEARCH FOUNDATION 
ESTABLISHED FOR TAY-SACH’S DISEASE 
AND ALLIED DISORDERS 

A new non-profit foundation has been estab- 
lished to support and stimulate research, clinical, 
and educational programs in Tay-Sachs’ disease 
and allied heredo-familial, neuro-degenerative dis- 
eases of infancy and childhood. The scope of the 
program will include, in addition to Tay-Sachs’ 
disease, Niemann-Pick’s disease, Infantile Gauch- 
er’s disease, Schilder’s disease, Diffuse Sclerosis, 
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Amyotonia Congenita, Friedreich’s ataxia, and 
others. The foundation is known as National Tay- 
Sachs Association, Inc., New York Chapter, and is 
composed of parents who have afflicted children, 
interested laymen, and medical personnel in the 
field. 

The foundation is cooperating with the exist- 
ing clinical and research program on Tay Sachs’ 
disease and certain of these allied diseases at 
Jewish Chronic Disease Hospital in Brooklyn, New 
York. The hospital is presently conducting a 
special clinic for outpatient care of afflicted chil- 
dren, and is constructing a special ward for the 
care and observation of inpatient cases. Both of 
these programs are being conducted in conjunc- 
tion with the laboratory research program of the 
Isaac Albert Research Institute of the hospital. A 
comprehensive genetic study is also being made 
of the pertinent hereditary patterns from histories 
supplied by the foundation and parents who have 
children under the care of the hospital. A coun- 
seling program is also offered. 

The operation of the foundation is on a nation- 
wide basis, and contact is being made for estab- 
lishment of chapters in other metropolitan areas, 
in addition to the allied Tay-Sachs Association in 
Philadelphia. In order to further its work and; 
in particular, to prepare a substantial genetic 
study covering the entire country, physicians and 
hospitals are respectfully requested to make the 
existence of the foundation known to parents of 
children afflicted with these diseases. 


For further information on the foundation and 
its work, write to Medical Committee, National 
Tay-Sachs Association, Inc., New York Chapter, 
P. O. Box 1250, G.P.O., New York 1, N. Y. 


THE CIBA COLLECTION OF MEDICAL 
ILLUSTRATIONS 

Publication of the third volume in the estimated 
nine-volume, twenty-year project to create for 
medicine the first definitive collection of authentic, 
full-color illustrations of every significant seg- 
ment of the human body and diseases that affect 
it, was announced recently by CIBA Pharmaceu- 
tical Products Inc. 

The artist of the entire series is the country’s 
leading medical illustrator, Dr. Frank H. Netter 
of Norwich, Long Island. It was the popularity of 
Dr. Netter’s full-color illustrations of normal and 
pathologic anatomy as teaching and reviewing 
aids that prompted CIBA to commission the pub- 
lication of The Ciba Collection of Medical Illus- 
trations. This unprecedented step was taken as 
a service to the medical profession without finan- 
cial profit to the company. 

The undertaking is so comprehensive and so 
vast that Dr. Netter will be devoting virtually the 
best of his productive years to completing it. 
Nine volumes, including several multiple issues, 
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such as the present section, have been planned. 
However, such painstaking detail, thorough re- 
search and wide collaboration are involved that 
it will take many years before the project will be 
completed. Two volumes have already been is- 
sued: “Nervous System” and Reproductive Sys- 
tem.” 

Volume 3 is being developed in three parts. 
“Liver, Biliary Tract and Pancreas,’ just pub- 
lished, is actually Part III of this third volume. 
The decision to publish this section before Parts I 
and II was based on a survey which showed that 
_the subject covered in Part III was second only to 
the nervous system in interest to the medical pro- 
fession. 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 
The next scheduled examinations (Part II), 
oral and clinical for all candidates will be con- 
ducted at the Edgewater Beach Hotel, Chicago, 
Illinois, by the entire Board from May 7 through 
17, 1958.. Formal notice of the exact time of each 
candidate’s examination will be sent him in ad- 
vance of the examination dates. 
Candidates who participated in the Part I 
examinations will be notified of their eligibility 
for the Part II examinations as soon as possible. 


COMMITTEE URGES WIDER USE OF 
TB VACCINE (BCG) 

In spite of the dramatic drop in deaths from 
tuberculosis in recent years, the disease continues 
to be a major health problem in many areas. 

One way of combatting the problem—mass vac- 
cination of susceptible persons with BCG vaccine 
—was recommended in an article and editorial in 
the June 29 Journal of the American Medical 
Association. 

The article was prepared by the medical ad- 
visory committee of the Research Foundation of 
Chicago. The foundation helps other organiza- 
tions and individuals in developing methods and 
materials for preventing tuberculosis. 

BCG vaccine derives its name, Bacillus Cal- 
mette-Guerin, from two French scientists who 
pioneered its development 30 years ago. Given 
to healthy persons, the vaccine causes the body 
to develop immunity to tuberculosis. Revaccina- 
tion is necessary about every four years. 

Some 150 million persons have been vaccinated 
with BCG throughout the world, and in many 
countries BCG vaccination is mandatory. Exten- 
sive studies have shown a “marked reduction” in 
the incidence of tuberculosis in vaccinated per- 
sons as compared with nonvaccinated persons. 

BCG vaccination has not been used extensively 
in the United States, even though the American 
Trudeau Society has recommended that it be 
used for those individuals who will be unavoid- 
ably exposed to tuberculosis. 
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COUGH-SUPPRESSANT DRUG 

Persistant and severe coughing can now be 
practically stopped in its tracks by a completely 
safe drug called noscapine, which has a unique 
advantage in that it can be taken repeatedly or 
in increased doses by all types of patients, young 
or old, without ill effect. 

The news that the long search for such an ef- 
fective, non-addicting cough-suppressant has been 
successful was disclosed by the Voice of America 
during a recent interview with Commissioner 
Harry J. Anslinger, U. S. Representative to the 
United Nations Commission on Narcotic Drugs, 
and Chairman of the Commission at its 12th Ses- 
sion. 


Commissioner Anslinger cited a report to the 
Commission by Dr. Nathan B. Eddy of the U. S. 
Public Health Service in which Dr. Eddy stated 
that noscapine is as effective for cough relief as 
codeine, the long .recognized standard for anti- 
cough remedies, and does not cause unpleasant 
effects. Moreover, such effects are not incurred 
even when the dosage is increased, if the occasion 
requires it. The Eddy report also declared that 
these advantages are particularly important for 
chronic coughers who must have relief over a 
long period of time. 


With respect to stepping up the dosage, a 
spokesman for Merck & Co., Inc., which manu- 
factures noscapine under the brand name ‘Necta- 
don’, declared that clinical results show that the 
dosages can be greatly increased without a pro- 
portionate increase in side effects, thus permit- 
ting wider medical use of a potent cough-suppres- 
sant in the treatment of chronic coughing. No 
other potent anti-cough drug is known to have 
this combination of valuable properties. 

The Eddy report also noted that while nosca- 
pine (which is actually an old drug formerly called 
nareotine) is a natural ingredient of opium, it is 
chemically different from morphine and its deriv- 
atives. It has been proved through experience 
and specific tests to be completely safe and non- 
addicting. 


CERVICODORSAL OUTLET SYNDROME 
DESCRIBED IN JOURNAL 

Sewing pajama sleeves to the pajama coat and 
tying the wrists to the foot of the bed with a 
long piece of gauze were suggested today as 
treatment for a disorder known as “cervicodorsal 
outlet syndrome.” 

Cervicodorsal outlet syndrome is an all-inclusive 
term referring to hand, arm, and shoulder symp- 
toms resulting from pressure in the cervicodorsal 
outlet—the region in which the nerves and vessels 
leave the neck and thorax and are transmitted to 
the arm. 

One of the commonest predisposing factors is 
the prolonged elevation of the arms, particularly 
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sleeping with them above the head, Dr. Paul A. 
Nelson, Cleveland, said in the April 27 Journal 
of the American Medical Association. 

To avoid this position, he recommended that the 
pajama sleeves above the elbow be sewed to the 
coat or that wrists be tied to the bedpost with a 
long piece of gauze. The gauze should be slack 
enough to allow the arms to move to all positions 
except above the head. 

The syndrome occurs more often in women than 
in men and most frequently in the 20-to-40 age 
bracket, he said. It is frequently found among 
persons engaged in such occupations as_hair- 
dressing, painting, construction work, and switch- 
board operation. 

The symptoms of the common form include 
aching, pain, numbness, coldness, tingling, “pins 
and needles,’’ weakness or a dragging feeling, 
usually in the inner side of the hand but occa- 
sionally in the arm, shoulder, chest wall, and neck. 
In more serious cases there may be changes in 
the appearance of the hand, weakness of certain 
muscles, and swelling near the base of the neck. 


MORE RESEARCH NEEDED IN COSMETIC 
FIELD 

As cosmetics leave the “realm of luxury”’ and 
become items of necessity, more and better re- 
search into the fundamental properties of the skin 
also becomes a necessity, according to a Federal 
Food and Drug Administration official. 

Dr. Arnold J. Lehman, chief of the FDA divi- 
sion of pharmacology, Washington, D.C., said the 
increasing demand for cosmetics has led to the 
new use of many known substances and the de- 
velopment and extensive manufacture of new 
synthetic compounds. 

He made his statements in a guest editorial in 
a recent. (May 25) Journal of the American Medi- 
cal Association. 

Unfortunately, carefully controlled research in- 
to the fundamental principles of skin properties 
and mechanisms and the actions of various chemi- 
cals and drugs on the skin has “not kept pace” 
with the many new products and the claims made 
on their behalf, he said. 

Certain unobjectionable claims have been ad- 
vanced for the effectiveness of certain prepara- 
tions for reducing skin dryness and hiding skin 
blemishes and wrinkles. 

However, in recent years the trend has been to 
advertise such products as being more than just 
cosmetics—that they serve as “skin foods, reju- 
venators or tonics,” ‘“‘contour creams” for bust 
development or bust reducing, wrinkle eradica- 
tors, and ‘‘deep pore” cleansers. 

“To date, however, no conclusive evidence has 
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been offered in support of many of these claims,” 
he said. “For example, there is nothing known 
to science that will restore color to hair or cure 
early male baldness.” 


STUDY SHOWS “PATCHWORK” OF 
CHEMICAL LAWS 

A recent American Medical Association . study 
showed a “patchwork” of state and federal laws 
regarding the labeling of hazardous chemicals, 
and pointed up the need for a uniform law. 

Bernard E. Conley, Ph.D., secretary of the 
A.M.A.’s committee on toxicology, said his com- 
mittee and the A.M.A. law department conducted 
the study in preparation for drafting a model 
chemical labeling law. A fall conference of in- 
terested parties in government, industry and medi- 
cine is planned to draft the model law, which will 
then be submitted to legislative bodies. 

The proposed legislation is intended to reduce 
careless and ignorant handling of potentially 
harmful products in and around the home, in 
small businesses and in other areas where control 
of over-exposure to chemicals is not as efficient 
as in the manufacturing process, Conley said. 

The law will require informative labeling, in- 
cluding listing of possibly harmful ingredients; 
their potentialities for harm, directions for safe 
use, and first-aid instructions. 

At present all the states require labeling of 
narcotics; 93 per cent of drugs, and 85 per cent 
of pesticides. However, only 52 per cent require 
labeling of caustics and 10 per cent of industrial 
chemicals. Only New York, Indiana, Kansas and 
Connecticut regulate hazardous substances in 
household products. 

At the national level, there are several chemi- 
cal laws, including the Food, Drug and Cosmetic 
Act of 1938; the Insecticide, Fungicide and Ro- 
denticide Act of 1947, and the Federal Caustic 
Poisons Act of 1927. In addition, the Interstate 
Commerce Commission and the Post Office De- 
partment have regulations regarding labeling, 
uses and transportation of chemicals. 

The hodge-podge of laws is confusing and leads 
to ommission of many necessary regulations, 
Conley said. For instance, only 10 of 25 state 
caustic acid laws are similar to the Federal Caus- 
tic Poisons Act. The federal act itself is limited 
to only 12 caustic and corrosive acids and alka- 
lies in specified concentrations, of which some 
are known to be hazardous in lower concentra- 
tions. In addition, many dangerous acids and 
alkalies are not even included in the law. 

Of 46 states with drug laws, only 19 conform 
to the Federal Food, Drug and Cosmetic Act of 
1938, even though 40 per cent of all drugs sold 
are confined to intrastate commerce, Conley said. 
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WOMAN’S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


The Woman’s Auxiliary to the Orleans Parish 
Medical Society entertained the members and their 
guests at a gala Christmas party on Wednesday, 
December 11th, at 2:30 in the afternoon, at the 
Orleans Club on upper St. Charles Avenue. 

The president, Mrs. Eugene H. Countiss, pre- 
sided at a short business meeting preceding the 
program tea. 

Mrs. Charles Farris, Jr., program chairman, in- 
troduced Mr. James W. Barr, Director of the 
Better Business Bureau of New Orleans, who was 
‘the guest speaker. His topic was “How To Save 
Your Christmas Shopping Dollar”. 

The members joined in group singing of Christ- 
mas carols with Mrs. Daniel W. Beacham accom- 
panist at the piano. 

Receiving in the drawing room with Mrs. Coun- 


tiss were Mesdames Monte Meyer, Frank S. Oser, 
Jr., Nicholas Chetta, Fred O. Brumfield, Daniel 
W. Beacham, L. Sidney Charbonnet, Jr., and Robert 
C. Kelleher. 

The tea table, centered with a beautiful arrange- 
ment of poinsettias and yuletide greens, was pre- 
sided over by Mrs. Branch J. Aymond and Mrs. 
Carl N. Wahl. 


The pretty and charming young daughters of the 
members served as tea girls: Patricia Ann Habeeb, 
Peggy Pavy, Diane Neal, Diane Alldredge, Sue 
Pavy, Shannon Brumfield, Barbara Beacham, Kar- 
en Oser, Ann Bradley, Kris Oser and Margaret 
Beacham. 


Mrs. Branch J. Aymond, 
Publicity Chairman. 





BOOK REVIEWS 


The Menninger Story, by Walker Winslow. Garden 
City, New York, Doubleday & Company, Inc., 
1956, pp 350, Price $5.00. 

This is the story of the growth and materializa- 
tion of an idea, an idea which came to a physician 
in a small community. Dr. Charles Frederick Men- 
ninger, father of Drs. Karl and Will Menninger, 
so well known today, himself a diagnostician of 
note visited the Mayo Clinic in 1908, and was in- 
spired by the idea of bringing medical care to his 
own community such as that offered in Rochester. 
Through the years and with the help of his two 
physician sons, this dream evolved and material- 
ized to become one of the world’s best known 
centers for the study of psychiatry and the care 
of mental patients. The history of this Clinic is 
the story of the Menningers themselves. It is an 
authoritative and absorbing account of a remark- 
able family and institution. 

Mary LOUISE MARSHALL 


Studies in Topectomy; by Nolan D. C. Lewis, Car- 
ney Landis and H. E. King (eds), New York 
Grune & Stratton, 1956, pp. 248, $6.75. 

This is the third report in a series describing the 
results of the psychosurgical operation known as 
topectomy. As in the two preceding reports (‘‘Se- 
lective Partial Ablation of the Frontal Cortex” 
and “Psvchosurgical Problems”), the approach is 
a multidisciplinary one, including the services of 
cooperating teams of neurosurgeons, psychiatrists, 
ps)chologists, physiologists, social 
There were 66 brain operated 


workers, etc. 
patients studied, 
and 29 comparable, unoperated patients served as 
controls. The separate chapters in the Monographs 
describe the effects of either the orbital or superior 
topectomy upon the patient group. These chapters 
include the surgical procedure, physiological ef- 
fects, vestibular function, autokinesis, psychomet- 


ric studies, complex mental functions, time sam- 
pling study of activity, psychophysiology, sexual 
behavior, psychiatric effects, independent psychi- 
atric evaluation and social service. In addition 
to providing information extending the earlier 
findings made by the Columbia-Greystone group, 
the present study introduces two new techniques of 
evaluation: a study of activity by time sampling 
methods, previously successfully employed in a 
study of primate behavior but never with man; 
and the study of the sexual behavior of the pa- 
tients by the methods worked out by Professor 
Kinsey and his associates. 

The unique importance of a situation permitting 
the study of human patients before as well as after 
cortical damage lends this study, like its prede- 
cessors, great value in our efforts to understand 
the mechanisms of the operation of the human 
brain. There is much of value for the reader of 
each of the disciplines comprising this investiga- 
tive undertaking, as well as those whose interest 
lies in brain surgery. 

KATHLEEN M. YOUNG, PH.D. 


PUBLICATIONS RECEIVED 

Grune & Stratton, Inc., N. Y.: The Physiologic 
Basis of Gastrointestinal Therapy, by Heinrich 
Necheles, M.D., and Martin M. Kirshen, M.D.; 
Bone Diseases in Medical Practice, by I. Snapper, 
M.D. 

Louisiana State University Press, Baton Rouge: 
Nuclear Energy in the South, edited by Redding 
Suge, Jr. 

The C. V. Mosby Co., St. Louis: Symposium on 
Diseases and Surgery of the Lens, by George M. 
Haik, M.D., Elizabeth M. McFetridge, M. A., and 
Don Alvarado, Art Editor. 

Charles C Thomas, Publisher, Springfield, III: 
Liver-Brain Relationships, by Ian A. Brown, M. D. 





